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PROVED BY 
10 YEARS’ 
EXPERIENCE 


THE B-D VACUTAINER 


EVACUATED SPECIMEN TUBE 


otfers the simplest and most efficient method of obtaining 
quality biood specimens: 


A superior stopper 

easy to clean 

dished-out top for speedy cleansing 

free from dirt-catching crevices or corners 
~easy to remove 

protruding stopper for easy, 

one-hand “flip-off” removal 

easy to use 

diaphragm placed to ensure proper technic 

and minimize vacuum loss 


A straight side tube 

easy pouring or pipetting of serum 

easy clot removal 

can be reused for routine laboratory procedures 

Every B-D Vacutainer Specimen Tube Is 
vacuum packed to assure factory freshness 

color-coded according to usage 


Available in six sizes and a range of 45 anticoagulants 
and preservatives, with catalog numbers printed on 
anticoagulant tubes. Partial vacuum for controlled intake 
in proportion to anticoagulant, wherever required. 


Freight prepaid — literature available on request. 


[B-D] Becton, DicKinSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


© AND WACUTAINE®, PAT. OFF. 
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0 patients 
complete 
control 
of grand mal 
Seizures 
with 


wide margin of safety 


Results in 262 epileptic patients when ‘“‘Mysoline” was used alone. 


COMPOSITE 
RESULTS 
OF 20 
CLINICAL 
STUDIES 


of 
Seizure 


Number of 
Patients 


Completely 
Controlled 


50-90% 
Improved 


<50% 


Grand Mal 
Psychomotor 
Focal Jacksonian 


214 
29 
19 


172 (80%) 
19 (65%) 
19 (100%) 


15 (7%) 


27 (13%) 
10 (35%) 


Results in 835 epileptic patients who had failed to respond 
to other anticonvulsants. ‘‘Mysoline”’ was added to current medication 
which, in some cases, was eventually replaced by ‘“‘Mysoline” alone. 


Type of 
Seizure 


|Number of 


Completely 
Controlled 


50-90% 
Improved 


<50% 


Grand Mal 
Psychomotor 
Focal Jacksonian) 


175 (28.5%) 


10 (7.7%) 
14 (15.2%) 


253 (41.2%) 


65 (50%) 
36 (39.1%) 


185 (30.3%) 
55 (42.3%) 
42 (45.7%) 


The dramatic results obtained with ‘“‘Mysoline” advocate its use as first 
choice of effective and safe therapy in the control of grand mal and 
psychomotor attacks. Literature and bibliography on request. 


SPECIAL POTENCY NOW AVAILABLE 


New 50 mg. small-dose tablet offers practical approach to 
dosage adjustment for initiation/combination/and ‘‘trans- 
fer’’ therapy in selected cases. Available on prescription. 


Supplied: 0.25 Gm. (250 mg.) scored tablets, bottles of 100 and 
1,000. Also 50 mg. scored tablets to facilitate dosage adjustment, 
bottles of 100 and 500. 


AYERST LABORATORIES « new York 16, N.Y. 


“Mysoline” is available in the United States by with | 


Montreal, Canada 
i Chemical industries, Ltd. 
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world-wide evidence favors 


Furoxone for bacterial diarrheas 


In Kgypt, Furoxone® effective against shigella 


strains now resistant to other antimicrobials 


Cairo investigators administered FUROXONE for one week to 37 patients with shigellosis, 
reported all 37 clinically cured, 35 free of shigella prior to completion of FUROXONE 
therapy. 

FUROXONE was tested in light of evidence that shigella strains resistant to sulfonamides, 
tetracyclines and chloramphenicol now exist. Observations: “All shigella isolated were 
sensitive in vitro to [Furoxone|”. Clinically, FuRoxone “significantly reduces the 
duration and severity of the diarrhea and effects bacteriological cure .... The absence of 
toxic or side effects gives [FUROXONE] an advantage not possessed by the other drugs 
in current use.” 


Musgrave, M. E. and Arm, H, G.: Antibiotic Med. & Clin. Therapy 7:17 (Jan.) 1960. 


FUROXONE LIQUID: a pleasant orange-mint flavored suspension containing FuRoxONE 50 mg. per 
15 ec., with kaolin and pectin @ for patients of all ages (may be mixed with infant formulas, passes 
through a standard nursing nipple) ® Supply: bottles of 240 cc. FUROXONE TABLETS: 100 mg., 
scored, bottles of 20 and 100. 


DOSAGE: should provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily for children. 


* THE NITROFURANS —a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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NEW 


DIAGNOSTIC 
AIDS 


CULPAK-KIT* 
FOR USE IN RECOVERY™* 
OF B-HEMOLYTIC. STREPTOCOCCI 


TRAD, 


Filter-paper strip method for transport 
& recovery of B-Hemolytic Strep . . . 


* Ideal for surveys 
* Increased recovery rates 
* Reduced cost per unit culture 


* Minimized Staff problems in 
time & handling 


Tailored for use with filter-paper strips, 
yet ideal in general use. . . 


* SAVE INCUBATOR SPACE 
* IDEAL FOR MULTIPLE MEDIA 
DISPOSABLE PLASTIC 


* SUITED FOR PHAGE WORK AND 
SENSITIVITY TESTING 


DIAGNOSTIC 
ASSOCIATES, Inc. 


WALNUT CREEK, 
CALIFORNIA 


A.J.P.H., 48.9 (1162-1169), 1958; 24:6 (1112-1119), 1959. 
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essential for 
growth and 
development 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion, 


vill 


ROTEIN 


>) Since 1915... promoting better health through 


With other nutrients, protein affects dif- 
ferentiation of cells during development. . . 
participates in metabolic processes of growth 

. and is stored as part of all soft tissues of 
the body. 


In relation to body weight, requirement for 

protein is highest during infancy . . . slowly 

decreasing as rate of growth decreases until 

adult size is reached. During pregnancy and 

lactation, when growth is supported by ma- 

ternal tissues ... protein requirement again 

increases. 

Assuming an ideal pattern of amino acids 

in dietary protein. . . the changing minimum 

requirement has been expressed by the Food 

and Nutrition Board in gms. of protein per 

kilogram of body weight as follows . . . 1.76 

from birth to 3 months...1.21 from 3 

months to 6 months...0.95 from 6 to 9 rl 
months ...0.77 from 9 to 12 months... 
0.54 from | to 6 years ...0.50 from 7 to 
9 years ... 0.44 from 10 to 12 years... 0.42 
from 13 to 15 years... 0.35-0.36 for girls 
and boys 16 to 19 years...0.44 during 
second half of pregnancy . . . and 0.56 during 
lactation for 850 ml. of milk daily. 
Assigning a biological value of 79 to cow’s 
milk, the requirements change respectively 
to... 2.23, 1.53, 1.20, 0.97, 0.68, 0.63, 0.56, 
0.53, 0.44 to 0.46, 0.56 and 0.71 gms. of 
cow’s milk protein required per kilogram of 
body weight . . . from birth until 20 years of 
age ... and during pregnancy and lactation. 


As increasing amounts of high quality pro- 
tein are fed to children, amino acid patterns 
of diet decrease in importance. If the bio- 
logical value of dietary protein falls above 
60, the amino acid pattern is not critical . . . 
for amino acid requirements can be satisfied 
if enough protein is eaten. 
Milk is man’s first dietary source of protein 
. providing total protein needs during first 
months of life. One quart of milk daily can 
provide 85 percent of the pre-school child's 
protein allowance...and 4 to 4 of the 
teen-age youth’s protein allowance. 


nutrition research and education 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 North Canal Street + Chicago 6, Illinois 


VOL. 50, NO. 6, A.J.P.H. 


Y 
3 
~ 
/ 
\ 
| 
| a | | 
\ } | 
\ A itt 
| 
ae 
a } 
— 
AOL 
A 

= : 


JUNE, 1960 


Scabies, chiggers and pediculi who know...Scurry at 
the mere mention of Kwell. They aH die on contact. 


KWELL SHAMPOO . 


4 Minute Treatment Eradicates Head 
And Pubic Lice 

“A single shampooing sufficed to 
eradicate infestation...in all cases... 
in a few minutes.” 


SUPPLIED: 
Kwell Shampoo: Bottles of 2 and 16 fl. oz. 


KWELL CREAM and LOTION 


Effective Against Scabies, Chiggers 
and Pediculosis 

excellent therapeutic agent...” 
“95% to 100% effective in one course 
of treatment.” 


esthetically pleasing / no 


use 
staining. 


SUPPLIED: 
Kwell Lotion: Bottles of 2 and 16 fl. oz. 
Kwell Cream: Jars of 2 oz. and 1 Ib. 


REFERENCES: 1. Gardner, J.: J. Pediat. 52:448 (Apr.) 1958. 2. Halpern, L. K., et al.: A.M.A. 
Arch, Dermat. 62:648 (Nov.) 1950. 3. Cannon, A. B., and McRae, M. E.: J.A.M.A, 138:557 


(Oct.) 1948. 


REED & CARNRICK, Kenilworth, New Jersey 


Gentlemen: Please send me Kwell for trial use. 


REED & CARNRICK Shampoo () 


Kenilworth, New Jersey 
name 


Lotion Cream 
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ITH EFFECTIVE ANTIBAGTE- 
RIAL & ANTIAMEBIC ACTIONS 


“THE FORTUNATE COMBINATION OF HIGH ANTIAMEBIG 
AND ANTIBACTERIAL ACTIVITY AND LOW ORAL 
TOXICITY MAKES PAROMOMYCIN UNIQUE AMONG 
THE AVAILABLE DRUGS AND SUGGESTS THAT IT 


SHOULD BE A USEFUL THERAPEUTIC SUBSTANCE.” 
@ IN INFECTIOUS DIARRHEAS™ i i gram-negative pat 


roved especially valuable in infectious diarrheas, most of which are caused by 


negative group. In 221 patients with severe diarrhea, 85 per cent obtained rapid 
symptoms with HUMATIN, and stools cleared quickly of pathogens.? Results in Shige lla 
| Salmonella enteritis,’ and in infantile diarrheas of mixed etiology’ have been uniformly good. 


IN INTESTINAL AMEBIASIS’* HUMATIN is unusu illy effective in clearing all phases 


nal amebiasis;’ to date, more than 700 patients have been treated successfully with HUMATIN in 


| parts of the world. Since HUMATIN is not appreciably absorbed from the gastrointestinal tract it is 


not effective against extraintestinal forms of amebiasis. 
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ALSO VALUABLE IN THE PREOPERATIVE SUPPRESSION OF INTESTINAL 
FLORA, AND IN THE ADJUNCTIVE MANAGEMENT OF HEPATIC COMA*™ 


ADMINISTRATION AND DOSAGE 


(expressed in terms of base) 


Duration of 
Therapy 


Condition 
Up to 7 days 


Infectious Diarrheas 5 to 50 mg/Kg; 
(bacillary and mg/Kg in 
nonspecific) severe cases 
n: 50 mg/Kg; Up to 7 days 

00 mg/Kg in 

75 to 1.5 Gm.; 5 days 
er doses when 

n: 22 mg/Kg; 5 days 
er doses when 


ed 


2Gm 4 days 


Its: up to 6 Gm., See literature 


ding on degree of 


SIDE EFFECTS: Since HUMATIN by the oral route is 
virtually nonabsorbed in the gastrointestinal tract, even 
with exceptionally high doses, systemic toxicity has not been 
a problem in clinical use.2>** However, when doses in 
excess of 2 Gm. per day are given for more than three days, 


loose stools may develop; on doses of from 4 to 6 Gm. daily, 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN L 


moderately severe diarrhea has been reported in some 
patients. No other indications of toxicity have been observed. 


SUPPLIED: (paromomycin, Parke-Davis) is 
available as the sulfate in Kapseals,® each containing 
250 mg. of base, in bottles of 16. Literature supplying details 
of dosage and administration available on request. 


REFERENCES: (1) Coffey, G. L., et al.: Antibiotics & 
Chemother. 9:730, 1959. (2) Personal Communications to 
the Department of Clinical Investigation, Parke, Davis & 
Company, 1959. (3) Godenne, G. D.: Paromomycin in diar- 
rheas of infants and children, Antibiotics Annual 1959- 
1960, New York, Medical Encyclopedia Itic., in press. 
(4) McMath, W. E T, & Hussain, K. K.: Pub. Health 
73:328, 1959. (S) Courtney, K. O., & Thompson, P. E.: 
Paromomycin as a therapeutic substance for intestinal ame- 
biasis and bacterial enteritis, Antibiotics Annual 1959- 
1960, New York, Medical Encyclopedia Inc., in press. 
(6) Shafei, A. Z.: Antibiotic Med. & Clin. Therapy 6:275, 
1959. (7) Elias, E L., & Oliver-Gonzales, J.: Antibiotic 
Med. & Clin. Therapy 6:584, 1959. (8) Carter, C. H.: 
Med. & Clin. Therapy 6:586, 1959. (9) Fast, 
B. B., et al.: Arch. Int. Med. 101:467, 1958. (10) Mackie, 
J. E., et al.: New England J. Med. 259:1151, 1958. 
(11) Stormont, J. M., et al.: New England J. Med. 259:1145, 
1958. 
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what lurks beyond the broad spectrum? 


Broad spectrum antibiotics provide the best means 
of combating pathogenic organisms which range all 
the way from large protozoa through gram-negative 
and gram-positive bacteria to certain viruses at the 
far end of the spectrum. 

But beyond the spectrum lurk pathogenic fungi. It 
is increasingly apparent that fungal superinfections 
may occur during or after a course of broad spec- 
trum antibiotics.' Long term debilitating diseases, 
diabetes, pregnancy, corticosteroid therapy, high or 
prolonged antibiotic dosage, and other causes may 
predispose to fungal 
Mysteclin-V controls infection and prevents super- 
infection. It makes a telling assault on bacterial 
infections and, in addition, prevents monilial over- 
growth.2.-8 Mysteclin-V is a combination of tetra- 
cycline phosphate complex for reliable control of 
most infections encountered in daily practice, and 
Mycostatin, the safe antifungal antibiotic. When you 
prescribe Mysteclin-V, you provide “broad spectrum 
therapy” plus extra protection that extends beyond 
the spectrum of ordinary antibiotics. 


(MYCOSTATING®, AND “FUNGIZONC'® ARE SQUIBB TRADEMARKS 


xl 


In pediatrics: Mysteclin-F for Aqueous Drops and 
Mysteclin-F for Syrup are phosphate-potentiated 
tetracycline combined with the new antifungal anti- 
biotic, Fungizone (amphotericin B). They provide 
good-tasting, fruit-flavored aqueous liquids for your 
pediatric patients. 

Supplied: Mysteclin-V Capsules (250 mg./250,000 u.) ; Half- 
strength Capsules (125 mg./125,000 u.); Mysteclin-F for 
Syrup (125 mg./25 mg. per 5 ce.);for Aqueous Drops (100 
mg./20 mg. per cc.) 

References: 1. Dowling, H. F.: Postgrad. Med. 23:594 (June) 1958. 2. 
Gimble, A. L; Shea, J. G., and Katz, S.: Antibiotics Annual 1955-1956 
New York, Medical Encyclopedia Inc., 1956, p. 676. 3. Long, P. H., in 
Kneeland, Y.; Jr., and Wortis, 8. B.: Bull. New York Acad. Med. 33:552 
(Aug.) 1957. 4. Rein, C. R.; Lewis, L. A., and Dick, L. A.: Antibiotic Med. 
& Clin. Ther. 4:771 (Dec.) 1957. 5. Stone, M. L., and Mersheimer, W. L.: 
Antibiotics Annual 1955-1956, New York, Medical Encyclopedia Inc., 1956, 
p. 862. 6. Campbell, E. A.; Prigot, A., and Dorsey, G. M.: Antibiotic Med. 
& Clin, Ther. 4:817 (Dec.) 1957. 7. Chamberlain, C.; Burros, H. M., and 
Borromeo, V.: Antibiotic Med. & Clin. Ther. 5:521 (Aug.) 1958. 8. From, 
P., and Alli, J. H.: Antibiotic Med. & Clin. Ther. 5:639 (Nov.) 1958. 


Mysteclin -V 


Complex (Sumycin) and Nystatin (Mycostatin) 


; Squibb Quality -the 
SQUIBB Priceless Ingredient 
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there’s no juice 
like citrus jurce 


As a high-potency source of vitamin C, 
citrus juice—fresh, frozen, or canned —is 
unmatched for convenience and economy. 
The table below shows amounts’ of other 
fruit juices required to supply the 100 
mg.* of vitamin C in one glass (7-9 fl. oz.) 
of citrus juice. 


citrus 1 glass 

apple 50 glasses 
grape 9 glasses wh 


it 
jt 


pineapple 3-4 glasses 


prune 50 glasses 


7Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 


*This is the peak of the 
Recommended Daily 
Allowances for adolescence 
or pregnancy; 150 mg. dur- 
ing lactation; 70-75 mg. for 
normal adults. 


orances | oO ay 


GRAPEFRUIT 
TANGERINES FLORIDA CITRUS COMMISSION - Lakeland, Florida 
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WHICH 


PYREX: 
PETRI DISH 
HAS 

BEEN USED 
24 

TIMES? 


The photographer got them mixed when he 
took his picture, so we don't know either. 

You can see, though, that both are clear, 
unclouded, uncrazed, unscratched even though 
one is fresh from the stockroom and the other 
has been through the mill twice a dozen times. 

Point: When you use a dish just once, the 
cost is set, can never get lower. When you use 
Pyrex dishes the cost-per-use dwindles; the 
more you use it, the less expensive it becomes. 


This applies to all our petri dishes: the classi- 
cal plain ones, the ones with permanent grids 
for phage typing, the exceptionally flat pressed 
dishes, the divided Bray types, and the quad- 
rant dishes. 

All of them are in LG-1 and its supplements. 


CORNING GLASS WORKS 


t 80 Crystal Street, Corning, New York 
CORNING MEANS RESEARCH IN GLASS 


PYRE taboratory ware... the tested tol of modern research 
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PROLONGED PENICILLIN ACTION 
MEASURED IN WEEKS FOR... 


e Streptococcal and Pneumococcal 
infections'* 


Rheumatic Fever Prophylaxis" 


© Syphilis (primary & secondary) 
and Gonorrhea'**® 


Representative References: |. Breese, B.B.: J.A.M.A. 152:9 
(May 2) 1953. 2. Breese, B.B., and Disney, F.A.: Pediatrics 
15:516 (May 1955, 3. Davis, J., and Schmidt, W.C.: New 
England J. Med. 256:339 Fel 1) 1957. 4. Feldman, H.A., 
et al.: J.A.M.A. 155:109 (May 8) 1954. 5. Githens, J.H 

et al.: Antibiot. Med. & Clin. Therap. 4 June) 1957 


Med. & Clin. Therap 1957 
A 6. . Farland. R.B.. et al.: New England J. Med. 258:1277 June ce 


26) 1958. 7. Mohler, D.N., et al.: New England J. Med. 254:45 


(len. 12) 1956. 8. Morris, A.J., and Rammelkamp, C.H., Jr.: J.A.M.A 

165:664 (Oct. 12) 1957. 9. American Heart As ation: Circulation 

15:154 (Jan.) 1957. 10. Diehl, A.M., et al.: South. Med. J. 49:250 

(March) 1956. 11. Diehl, A.M., et al.: J.A.M.A. 155:1466 (Aug. 21) 1954. 
ag 12. Giddings, L.E., and Yoder, F. D.: Rocky Mt. Med. J. 56:37 (lan 

1959. 13. Houser, H. B.: J. Mich. Med. Soc. 52:1289 (Dec.) 1953 
14. Mortimer, E.A., Jr., et al.: 7 w England J. Med. 260:101 Jan. 15) 1959 
15. Stollerman, G.H. Am. me & Digest Treat. 5:589 (Aug.) 1954. 16 
Stollerman, G.H., et al.: Antibiotics Annual 1953-1954, Medical Encyclopedia, 
Inc., pp. 114 118. 17. St done in, G.H., and Rusoff, J.H.: J.A.M.A. 150:1571 
(Dec. 20) 1952. vy . Wood, H.F., et al.: Am. Heart Assoc., 29th Scientific 
Sessions, Oct. 26-29, 1956. 19 Lar iman, G.S., et al.: South. Med. J. 51:891 
July) 1958. 20. Mo itgomery, C.H., et al.: Texas State J. Med. 54:575 (Aug.) 
1958. 21. Moore, J. E.: Ann. Int. Med. 39:644 (Sept.) 19 » O’Brien, 
J.F., and Smith, C.A.: Am. J. Syph., Gonorr. & Ven. Dis. 36:519 (Nov.) 1952. 
23. Smith, C.A., et al.: Am. J. Syph., Gonorr. & Ven Di 5. 38 . 6 (March) 1954 
4. Takos, M.J., et al.: Public Health Reports 72:976 (Nov.) 1957. 25. Thomas, 
E.W.: J.A.M.A. 162:1536 (Dec, 22) 1956. 
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Modern... Versatile. - 
Economical! 


ALL-NEW MODEL UV 
UNIVERSAL CENTRIFUGE 


This latest contribution to centrifuging 
progress combines in one moderately 
priced unit all the features most wanted 
by medical and industrial laboratories. 
STREAMLINED DESIGN! Cabinetized construction 
adds new eye appeal to traditional international 
“work horse” ruggedness. Unitized control panel 
simplifies operation. Convenient storage space keeps 


accessories handy. 

WIDE-RANGE VERSATILITY! Swings more than 80 
different accessory combinations . - - at speeds up to 
5400 RPM. For example: 4 one.liter bottles, 150 serum 
tubes, 6-250 ml bottles, 16-50 ml tubes. 


MOST-WANTED FEATURES! Stainless steel 
guard bowl makes cleaning easy. Electric 
tachometer, timer and brake assure accuracy... 
improve performance. Powerful series-wound 
motor !S international-made for extra reliability. 


GET ALL THE FACTS about this modern, 


versatile, economical centrifuge . . . the one 
model you can standardize on for general-purpose 


laboratory work. 


INTERNATIONAL (EC) EQUIPMENT CO 


1202 
SOLDIERS FIELD ROAD * BOSTON 35, MASSACHUSETTS 


ease rus p MODEL U nmiver. Cc 
Pl com lete dat. on International s all-new 
U ‘sal 


and accessories. Sold 
and 
serviced the world over by authorized International deal 
ealers. 
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AN IMPORTANT STATEMENT ON 
BACTERIAL SENSITIVITY TESTING 
WITH THE NITROFURANS 


The individual nitrofurans — ALTAFUR, FURADANTIN, 


FuroxoNnE, Furacin—are not interchangeable either in 


clinical application or in susceptibility testing. Although 


chemically related, these compounds differ to a highly 


significant degree in their range of antibacterial activity 


as well as in solubility, diffusion rate, and other physical 


characteristics. For this reason, Sensi-Discs* containing 


each of these nitrofurans are provided for appropriate 


disc plate testing. Results are valid only for the compound 


tested. Cross-interpretation will lead to erroneous con- 


clusions. 


P Nitrofuran Antibacterial Spectrum Clinical Application ath xd Plate 


ALTAFUR® Wide. Particularly Systemic infections, ALTAFUR 
(brand of furaltadone) effective against including those of the Senst-Discs* 
staphylococci, including respiratory tract and 
antibiotic-resistant soft tissue. (Rapidly 
strains. absorbed, low urinary 


excretion.) 


Furapantin® Wide. Highly active Urinary tract infections. | FURADANTIN 
(brand of nitrofurantoin) against urinary tract (Rapidly absorbed, high SeNst-Discs* 
urinary excretion.) 


pathogens. 


Furoxone® Wide. Especially Enteric infections, FurROXONE 
(brand of furazolidone) effective against (Minimal systemic Senst-Discs* 
enteric pathogens. absorption.) 


FURACIN 


Used topically only. 
Sensi-Discs* 


Furacin® Wide. Encompasses 
(brand of nitrofurazone) most surface pathogens. 


*Available from the Baltimore Biological Laboratory (Division of Becton, Dickinson & Co.), Baltimore 18, Md. 


EATON LABORATORIES, NORWICH, NEW YORK 


NITROFURANS—a unique class of antimicrobials 


JUNE, 1960 
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SIMPLIFIES TUBERCULIN TESTING 
STERNEEDLE* GUN 


The Automatic TB Case-Finding Device 

for the Heaf TUBERCULIN TEST 

The STERNEEDLE gun is an improved multiple puncture 
apparatus for rapid intradermal tuberculin testing. Based on 
the Heaf principle of multiple puncture, six needles 
contained within the STERNEEDLE cartridge mechanically 
and painlessly penetrate the skin through a previously 
applied film of concentrated PPD. Needle puncture and 
withdrawal is automatic. 


ADVANTAGES... 
® Four (4) times faster than Mantoux. 
® Faster and more reliable than Patch test. 
® Performs up to 400 tests per hour. 
® Detects reactors to 5 TU Mantoux and some 100 TU reactors. 
® No dressing required. 


® Accurate interpretation, without measurement. 
Averages 250 readings per hour. 


® Each test is uniform—puncture of 1 mm. depth 
and needle withdrawal is automatic. 


® No special skill required. 

® Painless. Ideal for testing children. 

® Eliminates hazardous and uncertain flame sterilization. 

® Disposable needle cartridges ELIMINATE CROSS-INFECTION. 
® Low cost STERNEEDLE cartridges may be resterilized. 


Procedure for STERNEEDLE TUBERCULIN TEST: Write for literature. Personal demonstration may be arranged. 


Top, left...Slip needle cartridge on gun with act! Po 
plastic applicator. Remove applicator. YY 


Top, right...Place a drop of tuberculin PPD on 


cleansed forearm. 
Bottom, left...Place gun on drop of tuberculin THE CORP. 
PPD. Pressure and release of handle automati- 


cally triggers and retracts the needles. 266 South Dean Street, Englewood, New Jersey 
Bottom, right: Disposable needle cartridges and 

applicators may be washed and sterilized for Canada: Winley-Morris Co., 4700 Prince of Wales, Montreal 
reuse, if desired. *Trademark. Pat. Pend. 
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Have you considered all the implications 
of Orinase’ in public health? Here, for 


instance, is what Orinase means to... 


The Health 
Educator 


The development of oral 
management of diabetes 
represents a break- 
through not only for 
patient and physician 
but also for metabolic 
research. This exciting 
story makes a natural 
peg for your efforts to 
gain community accept- 
ance for the diabetic, and 
to win support for case- 
finding projects. 


The Industrial Physician 


According to the Committee on Em- 
ployment of the American Diabetes 
Association (Indust. Med. 27:527 
[Oct.] 1958),no special difficulty is 
presented in the employment of 
“many selected diabetics who are 
controlled with the aid of tolbutamide 
(Orinase) and diet. . . . Experience 
indicates that symptomatic hypogly- 
cemia is not a factor in diabetics con- 
trolled with the aid of tolbutamide 
only.” Do your employment stand- 
ards conform to these new concepts? 


The Epidemiologist 
The Orinase Epoch has 
given a twofold push to 
diabetic case-finding: It 
has aroused new interest 
in diabetes, and, because 
it has reduced the neces- 
sity for injections, more 
and more diabetics are 
presenting themselves for 
medical care. This shift 
in attitude can help you in 
uncovering more of the un- 
known diabetics in your 
community. 


REG. U.S. PAT. OFF.—TOLBUTAMIDE, UPJOHN 


JUNE, 1960 


sufficiency. 


The Public Health Nurse 


Nursing time now spent administering 
insulin to diabetics who cannot inject 
themselves can be saved if the patient is 
Orinase-responsive. And of course the 
patient gains new freedom and self- 


The Health 
Officer 


Each such transfer also saves 
public health dollars. One large 
city saves some $2.50 a day for 
each welfare patient switched 
to Orinase from insulin injec- 
tions administered by a public 
health nurse. Why not make 
sure that your health depart- 
ment doesn’t overlook any of 
the public health implications 
of Orinase? 


Upjohn | 


The Upjohn Company 
Kalamazoo, Michigan 
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LEDERLE... THE LEADER IN THE FIELD OF 


VIRAL-RICKETTSIAL DIAGNOSTICS 


Diagnostic antigens produced by Lederle under 
exacting quality control standards for depend- 
able complement-fixation tests. 

Equine Encephalomyelitis (Eastern) Antigen 
Equine Encephalomyelitis (Western) Antigen 

Influenza Virus (Type A—PR 8 Strain) Antigen 

Influenza Virus (Type A—FM 1 Strain) Antigen 

Influenza Virus (Type B—Lee Strain) Antigen 
Lymphocytic Choriomeningitis Antigen 

(Soluble Type) 

Mumps Antigen (Viral Type) 

Proteus OX19 Antigen 

Psittacosis Antigen (Soluble Type) 

Q Fever (American Strain—Nine Mile) Antigen 
Rickettsialpox Antigen (Soluble Type) 

Rocky Mountain Spotted Fever Antigen 

(Soluble Type) 

St. Louis Encephalitis Antigen 


LEDERLE—FOR A WIDE RANGE OF DIAGNOSTIC 
ANTIGENS + MEDIA SERUMS EXTRACTS 
FOR LABORATORY AND CLINIC 


For further information contact the Lederle 
Representative through your hospital phar- > 
macy, or write: 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E Lestore) 


VOL. 50, NO. 6, A.J.P.H. 
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while they are planning 
their family Orthe-Gynol.} 


VAGINAL JELLY 


the most widely prescribed contraceptive 


they need your help 
more than ever 


WHENEVER A DIAPHRAGM IS INDICATED 


| 
Pipe « 


SPECIAL STAPH MESSAGE #3 
TO PUBLIC HEALTH OFFICERS 


When your recommendations to hospitals for Staph control 


include more meticulous housekeeping and thorough environmental 


disinfection, have you considered the specific practical 


applications of Lehn & Fink phenolic disinfectants? 


For instance— 
To disinfect blankets—use of Amphyl® in the 
soaking-soaping laundry cycle, as well as in the rinse 
for residual effect. Laboratory and laundry use tests 
show 98 to 100% reduction in colony count.* 


To reduce bacterial contamination on floors, surfaces, 

and in the air—use of O-syl® daily on the floor ‘ 
of the recovery room and the hallway outside it reduces 
bacterial contamination on the treated floor 95% and 

on other surfaces and in the air significantly.* 


To maintain day-in, day-out reduction in bacterial 
contamination of all areas—use of Tergisyl® 
disinfectant-detergent on all floors and walls, 
frequently and repeatedly, not only decontaminates 
immediately but has demonstrable residual effect.* 


The proven effectiveness of our phenolic disinfectants 
recommends any one of them for your consideration. Amphyl®, O0-syl® 
and Lysol® disinfectants, and Tergisyl® disinfectant-detergent 
have individual characteristics to aid in selection but all 

are effective against Staph as well as many other pathogenic 
organisms, including TB bacilli. 


Please write 


for report and 
product samples 


Charles F. Manz 
General Sales Manage1 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION, 4934 Lewis Ave., Toledo 12, Ohio 
©L&F 1959 
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IS FLOUR 


Intelligently curious people sometimes ask 
why flour is bleached. The simple answer is, 
of course—most people prefer white bread. 
But there’s another technical reason: 
Flour is ‘‘treated”’ rather than “‘bleached,”’ 
to improve baking quality. The word, 
“bleach,” is a misnomer. The fact that in 


the process flour becomes somewhat whiter 
is incidental. 

Flour must be stored in a warehouse and 
occasionally turned to increase surface ex- 


posure to air . . . or treated during the 
milling process. Whether ‘‘bleached”’ or 
“aged’’—nutritive value is the same. The 
real purpose is to condition the gluten. 
Gluten is a protein peculiar to wheat—a 
combination of amino acids, gliadin and 
glutenin, which combine in the presence of 
water as gluten. During kneading and bak- 


ing, gluten forms the cellular mesh that 
captures air or carbon dioxide gas produced 
by yeast or a leavener—to make bread, 
biscuits and other baked foods so deliciously 
light. Freshly-ground flour doesn’t bake as 
well as aged or treated flour—because the 
gliadin and glutenin ‘“‘work”’ better as gluten 
when oxidized—either by oxygen from the 
air or from harmless bleach approved for 
use by the Federal Food and Drug Ad- 
ministration. To rely on storage and time 
adds considerably to cost. 

In your work, you are called on to answer 
many questions about foods. May we send 
you professionally-prepared and approved 
materials to help . . . materials relating 
wheat flour products and bread to other 
foods in the context of good nutrition? 


FREE .. . 3 authoritative booklets. 
“From Wheat to Flour’ —“From 
Flour to Bread’’-"Role of Wheat 
and Wheat Products in Human Nu- 


ENRICHED... 


and whole wheat flour 
foods are listed among 
the “Essential Four” food 
groups set up by the U.S. 
Dept. of Agriculture's Insti- 
tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


To: Wheat Flour Institute 
309 West Jackson Bivd., Chicago 6, Ill. 


Please send me for my professional review the set of 3 authori- 
tative booklets on wheat and flour. (Please print.) 


NAME 


trition.” Interesting — illustrated. 


FREE - USE COUPON OR SEND R BLANK 


Dept. AJPH-6 


WHEAT FLOuR INSTITUTE } 


working for a healthier America through nutrition 


ADDRESS 


ZONE STATE. 


(Offer limited to United States and Possessions) 
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Protograpns courtesy 


McNEIL ES 


TINEA PEDIS (ATHLETE’S FOOT) AND 
OTHER RINGWORM INFECTIONS 
| 
Average dose: 250 mg. q.id. Adjunctive treatment with 
4 G., Jr; Roth, 
‘ 


MIULTANEOUS IMMUNIZATION 


Poliomyelitis-Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 

-HE “7 -BUT 

GIVES FOR THE 

KIDS FIRST 
TETRAVAX... TIME 


LOLLYPOP a N IN OUR LIVES 
FOR : One SHOT WE DON'T MIND 


EACH MEANS BEING 
SHOT ! ONE SHORT- CHANGED 
LOLLYPOP... 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 
Supplied: 9 cc.vials in clear plastic cartons. Pack- 


age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


OF MERCK &CO., INC 


mQo MERCK SHARP & DOHME, pivision oF MERCK & CO., Inc., WEST POINT, PA. 
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ROLL TUBE Within 2 decade, has supplanted the traditional Petri-dish technique 
for routine colony counts in medical, food, water, brewery and industrial 


METHOD FOR labs the world over, Saves glassware and labor, practically eliminates 
contamination risk, offers unlimited scope for pre-preparation, indefinite 


BACTER COUNT i i 

storage, field use, mailing, etc. Accepted by the Americen Pu 

1A Heoith Association (Standard Methods for the Examination of Dairy 
Products, lith Edition now in press). 


ASTELL ROLL TUBE SPINNER. Built-in 1/40th H.P. 
motor, noiseless drive, seven epinning positions. Novel 
multi-jet cooling device effects rapid setting of agar 
medium in even film after one minute spinning or less. - 
Sturdy enameled aluminum. ‘ 


at 
AND BACTERIOLOGICA 


LABORATORY Cystic Fibrosis * Microbial Transport Kit f 
WRITE FOR LITERATURE 


ASTELL COLONY ILLUMINA. 
TOR, Provides indirect shielded light 
of 1/4th segment of bottle for clear, 
even illumination of colonies. Retract- 
able plano convex lens for full bin- 
ocular vision. 


TTLE 
SEAL. 
Bottle (75 x 25 mm). Astell seal of 
special non-toxic rubber vents auto- 


PRODUCTS Streptococcus MG Agglutination Test + Cel- f matically when bottles are heated for 
FOR THE lulose Acetate Membrane Filters*!ONAGAR sterilization. Evaporation and contam- 
No. 2 « MULTIDISKS « FIBROS Test for ¢ ination proof. 
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DEHYDRATED MEDIA AND PRODUCTS FOR THE MICROBIOLOGY LABORATORY 


Available for the first time in the United States exclusively from Consolidated Labora- 
tories, Oxoid products are manufactured by and under the stringent control of Oxo 
Limited, London. The parent company is Liebig's Extract of Meat Co., Ltd., makers of 
bacteriological culture media ingredients for nearly a century and one of the world’s 
largest meat packers. Their unique relationship makes possible media of consistent high 
quality at lower cost. 

Practically all Oxoid media are in granular form which obviates boiling prior to autoclaving. 
Oxoid culture media in granule form are less hygroscopic than spray-dried powder media. 
Oxoid media are available in tablet form which frees the worker from preboiling and hurried 
dispensing of hot agar to avoid solidification. Instead, a tablet of medium simply is dropped 
into a test tube or flask followed by the correct amount of distilled water and direct auto- 
claving. The use of culture media in tablet form also obviates the need for weighing. 
The formula shown on the label reports the true composition of the medium and stipu- 
lates precisely the specific agar used which thus provides information as to its special 
characteristics of gel strength, clarity and compatibility. 

We believe Oxoid dehydrated media represent significant advances in control, conven- 
fence and economy. 


SIMPLIFIED TECHNIQUE ELECTROPHORESIS APPARATUS 
cost apparatus even 


UNIVERSAL ELECTROPHORESIS TANK OXOID ELECTROPHORESIS STRIPS 


Pure cellulose acetate. Entire process in- 
cluding staining, washing, drying, etc., 
takes approx. 2%-3 hours. Separation is ex- 
tremely sharp with minimal absorption and 
practically no “tailing.” Sera samples of 
.0001 mi with protein content as low as 5 
ugm produce clearly discernible patterns. 
Can be rendered completely transparent to 
visible and ultra violet light for scanning, 
lantern slides, contact prints. 


CONSTANT VOLTAGE /CANSTANT CURRENT 
POWER SUPPLY 


VOKAM No. 2541, Espe- 
Versatile enough to perform regular filter paper and cially developed for elec- 
starch ge! electrophoresis and particularly suitable trophoresis. Select con- 
for large-scale, small-scale and micro-electrophoresis stant voltage or constant 


: current by simply turning 
with Oxoid Cellulose Acetate Electrophoresis strips, switch: provides 43 volt 


3Aa.c. supply forlamps, 
buzzers, relays, ete 


GHICAGO HEIGHTS, ILLINOIS, U.S.A. 
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why not 
re-evaluate 


in the light of today’s scientific findings— 


—the average serving of 100 gm. of lean 
pork provides a modest 250 calories,,, 


~ compare the fat-content of lean pork 
with that of other lean meats. 


—pork outranks other high-protein foods in 
its contribution of thiamine (B,) 


—pork provides an important amount of 
other B vitamins 


—pork contributes significant amounts of 

the essential minerals, iron, copper and 
phosphorus, magnesium and potassium, supplied 
in a form that the body can use readily. 


1. Leverton, R. M., and Odell, G. V.: The Nutritive Value of Cooked Meat, 
Oblahome Agricultural Experiment Station, Oklahoma State University, 
Miscellaneous Publication MP 49, 1958, 


PUT PORK IN ITS PROPER PLACE 
the daily diet 
««.use to tempt jaded appetites 


The nutritional statements made in this advertisement have been reviewed by the 
Council on Foods and Nutrition of the American Medical Association and found 
consistent with current authoritative medical opinion. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO MEMBERS THROUGHOUT THE NATION 
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NOW a truly definitive answer 
to an ever-present problem 


menstrual cup 


You can prescribe Tassette with full assurance that 
your patient will find a safe, effective and completely 
acceptable answer to her menstrual control problem. 
Tassette, made of soft pliable rubber fits anatomically at 
the mid point of the vaginal wall and acts as a catch basin 
for the menstrual flow (see anatomical drawing). It is 
easily folded, needs no inserter, and can be simply 
emptied and replaced as needed. Tassette requires no 
measurements or fitting, and can be worn with complete 
comfort at all times. 

Tassette permits your patient to swim, dance and 
engage in any activity because it catches the flow and 
seals it off completely. Thus there is no odor or possibility 
of leakage or staining as may occur during periods of 
heavy flow when tampons are used. There is no danger 
of chafing, irritation or infection, and no belt is required, 
as with ordinary sanitary napkins. 

Tassette has many medical applications other than 
its use as a menstrual cup. During the intermenstrual 
period it provides the most satisfactory and safe method 
for collecting vaginal, cervical or uterine secretions for 
diagnostic purposes. Tassette has also been used to insure 
against leakages in vesico-vaginal fistula. 

Modern internal menstrual control is now accepted 
by the medical profession and Tassette is widely recom- 
mended by gynecologists in place of sanitary napkins and 
tampons. In order to acquaint you with Tassette this spe- 
cial offer is made: Send $3.50 (reg. price $4.95) for one 
Tassette with complete directions, postage prepaid. Tas- 
sette guarantees satisfactory use for two years or your 
money back. 


Mail this coupon 10 Cash Please send me —__ Tassettes. Enclosed is $ 
with cash, check or 
money order to | 0 Check Name 
TASSETTE, inc. 

M Ord Street 
170 Atlantic Square | 
Stamford, Conn. | City Suits Zone 


Dept. M.6 
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JUICE STANDARDIZATION 


IN THE SPOTLIGHT 


NATURE NEVER GUARANTEES that fruit and vegetable juices con- 
tain significant amounts of vitamin C (ascorbic acid). Even those 
juices often assumed best may be woefully lacking in this essential 
nutrient. The table below shows this fact only too clearly. 


VARIATION IN VITAMIN C 
in commercially canned American juice 
(Mg. per 100 Grams of juice) 


Tomato . 


(Data from U. §. Department of Agriculture) 


Juice processors have an easy way to overcome the wide vitamin C variations 
in natural juices. They standardize with the pure, crystalline vitamin. The cost is 
nominal, the processing simple—and the juice is a better food. 


- Many nutritionists believe that standardization of the vita- 

min C content of processed juices is in the public interest. 

Would you like to have more information about vitamin C and the role it plays 
in keeping you and your family healthy? Just write (no obligation) to the Depart- 
ment of Education at the address below. If you are concerned with the manufac- 


ture of pharmaceuticals or the processing of food, the Roche Technical Service 
is ready to help you. 


FINE CHEMICALS DIVISION * HOFFMANN-LA ROCHE INC. « wuTicy 10, NEW JERSEY 


Roche Research and Roche Products Preserve and Protect the World's Health 


de Z ROCHE ROUND THE WORLD 


AFFILIATED COMPANIES: BASEL © BOGOTA © BOMBAY © BRUSSELS ¢ BUENOS AIRES © GRENZACH © HAVANA 


ISTANBUL © JOHANNESBURG «© NDON © MADRID © MEXICO CITY © MILAN © MONTEVIDEO © MONTREAL 


PARIS © R DE JANEIRO © STOCKHOLM © SYDNEY © TOKYO © AGENCIES IN OTHER COUNTRIES 


ROCHE ©1960 H-LR, INC 


VOL. 50, NO. 6, A.J.P.H. 
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A simple test that dramatically demonstrates the superiority of Vim sterile disposable needle pack- 
aging is illustrated above. Simply immerse the Vim pack, and any others you may wish to test, in 
water. Unlike paper-back or spot-sealed cap-type packs, the hermetically sealed VIM all-plastic unit 
cannot soak up or "breathe-in’’ contaminants... assures sterility under all handling conditions. 


Compare the sharp new point. Developed through exhaustive penetration and strength tests, the 
new VIM shorter top-side beveling (shown below) achieves optimum sharpness and strength, mini- 
mizing patient discomfort. Broad side-pointing on Type ''A”’ and lancet type ’’B” cuts into lumen... 
weakens points...may cut tissue plug. Frail lancet type, in particular, may ''fish-hook” in routine vial- 
stopper insertion or on tissue entry. 


VIM Sterile Dis- 
posable Needles 
—meet rigid new 
Government spe- 
cifications for use 
in Veterans Admi- 


nistration and U.S. 
Sales Office: Danbury, Connecticut 


Armed Forces 
s PRODUCERS OF DAVIS & GECK SUTURES AND 
Hospitals. Vim HYPODERMIC SYRINGES AND NELOLES 


NEW YORK,WN.Y. 


® 
4. + ins ; » 
vim TYPE TYPE 
7 a AMERICAN CYANAMID COMPANY 
ca SURGICAL PRODUCTS DIVISION 
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A moderate 
low-fat 
well-balanced 

breakfast for 
children 10-12 


years of age 


It has been found that those who develop obesity in calories, thus it is moderately low in fat. It is well- 


childhood appear to have more of a dietary problem balanced as shown in the chart below. The lowa Break- 
than those who develop obesity in the adult years. Asa fast Studies demonstrated that children of about this age 
service to those advising about the obese child, a basic have better grades and attitudes at school when they eat 
cereal and milk breakfast is worth consideration. /ts fat a well-balanced basic cereal and milk breakfast each 


content of 10.9 gm. provides 20 per cent of the total morning. 


Recommended Daily Dietary Allowances* and the Nutritional Contribution of a Basic Cereal 
and Milk Moderate Low-Fat Breakfast 


Menu: Orange Juice—4 oz.; 
Cereal, dry weight—1 oz.; 

Whole Milk—4 oz.; Sugar—I1 teaspoon; 
Toast (white, enriched)—2 slices; 
Butter—S5 gm. (about 1 teaspoon); 
Nonfat Milk—8 oz. 


Vitamin Niacin Ascorbic 
Nutrients Calories Protein Calcium lron A Thiamine Riboflavin equiv. Acid 


Totals supplied by 

Basic Breakfast 503 20.9 gm. 0.532 gm. 2.7 mg. SBBLU. 0.46 mg. 0.80 mg. 7.36 mg. 65.5 mg. 
Recommended Dietary 

Allowances—Children, 10 to 


12 Years (36 kg.—79 Ib.) 2500 70 gm. 1.2 gm. 12mg. 45001U. 1.3 mg. 1.8 mg. 17 mg. 75 mg. 
Percentage Contributed 
by Basic Breakfast 20.1% 29.8% 44.3% 22.5% 13.1% 35.4% 44.4% 43.3% 87.3% 


* The allowance levels are intended to cover individual variations 
among most normal persons as they live in the United States under 

usual environmental stresses. Calorie allowances apply to 

individuals usually engaged in moderate physical activity. For 

office workers or others in sedentary occupations they are excessive, ’ 
Adjustments must be made for variations in body size, age, 

physical activity, and environmental temperature, 


Cereal Institute, Inc Breakfast Source Book 
Chicago: Cereal Institute, inc., 1959 

food & Nutrition Recommended Dietary Allowances, Revived 1954 
Natl. Acad. Sci.—Natl. Research Council Publication 589, 1958 
Watt, B. A.. and Merrill, AT Composition of boods— Raw 
Processed, Prepared. U.S.D.A. Agriculture Handbook No. 8, 1950. 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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for microprojection with finer detail... more brilliance 


CTOR 
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Does the administration of live poliovirus vaccine result in the spread of 


ournal 


of Public 
Health 


the induced infection to susceptible associates? This study endeavors 


to supply an answer to this important question. A large proportion 


of the contact children in the investigation were not infected 


and the reasons are discussed. 


SOUTHERN LOUISIANA 


IMMUNIZATION against poliomye- 
litis remains a problem ef seme impor- 
tance is evident from the fact that, 
despite the widespread availability and 
use of formalin-inactivated (Salk-type) 
vaccine, the United States has seen a 
significant increase in paralytic disease 
in 1959 over the two previous years. 
This relative failure of the Salk vaccine 
has served to enhance interest in the 
practicality of immunization by means 
of infection with living. attenuated vac- 
cine strains of polioviruses. 

The possible advantages of the live- 
virus vaccines, in part still theoretical 
and in part readily demonstrable, de- 
pend largely on the fact that the vac- 
cine strains may simulate natural in- 
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fection. They should be cheaper to 
produce; they are fed rather than in- 
jected; a single administration should 
result in prompt and uniform develop- 
ment of immunity which, hopefully, will 
be of indefinitely long duration; and 
this immunity to disease should be asso- 
ciated with relative resistance to future 
alimentary tract infection, a result not 
observed with immunity induced by Salk 
vaccine.! Because of this latter advan- 
tage, extensive but incomplete live-virus 
vaccination of the population should 
raise a barrier to the spread of “wild” 
polioviruses and so afford some _pro- 
tection to those not yet immunized. It 
may be noted further that large-scale 
trials involving several millions of people 
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which are currently under way* pro- 
vide rather convincing evidence as to 
primary safety in the vaccinated indi- 
vidual and may produce future data 
as to effectiveness under field conditions. 
Ironically. the most serious concern 
regarding live-virus vaccines derives 
from the possibility that the vaccine- 
induced infection may simulate natural 
infection too closely. Specifically, there 
is ample reason to believe that the 
infected vaccinee may transmit the infee- 
tion to his susceptible associates. This 
would be a decided advantage and 
would, in fact. exemplify a new  prin- 
cipie of vacecine-induced “herd protec- 
tion.” if the spreading vaccine virus 
remains safely attenuated. In the con- 
trary case, such spread of vaccine virus 
would be a potential danger. Two types 
of study should help to resolve this 
concern. One of these. centered about 
the phenomenon of vaccine virus vari- 
ability, is currently under study in vari- 
ous laboratories.“ The other is the study 
of the extent of vaceine virus spread 
under varying circumstances. 
Extensive spread has been observed 
in closed institutions® and several studies 
have described spread within house- 
In one such study,® the pres- 
ent authors determined that socioeco- 
nomic status, presumably as it reflects 
household and personal hygiene, was 
the single most important attribute asso- 
ciated with intrafamilial spread. We 
further noted interfamilial spread and 
commented on the “possibility that an 
entire community might be saturated 
with these strains if they were admin- 
istered to a sufficiently large proportion 
of the susceptible children present.””® 
Community spread of polio vaccine 
virus strains has probably often oc- 
curred during field trials.“ and was 
studied in detail in a small, winter-time 
trial in a completely isolated, island 
population in Finland.* During the latter 
investigation no enterovirus infections 
were naturally occurring, and it was pos- 
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sible to show serologically that spread 
of the type 1 vaccine strain had occurred 
among one-third of the unvaccinated 
group. Another study specifically de- 
signed to investigate vaccine virus dis- 
semination on a community basis. made 
in an Amerindian village by Horstmann 
and co-workers,'” failed to show any 
spread because of the high level of pre- 
existing natural immunity against the 
type 1 virus used and perhaps also be- 
cause of the intensive concurrent cir- 
culation of other enteroviruses. 

Because of the importance of the 
problem and because no previous study 
had been designed for or was successful 
in answering specifically the question. 
“May it be anticipated that appreciable 
dissemination of living poliovirus vac- 
cine strains will occur under optimal 
conditions in a normal, unmanipulated 
United States community?.” the study 
reported here was undertaken. This 
communication is only a_ preliminary 
report of the results: a great deal re- 
mains to be done in the study and 
analysis of the large volume of material 
collected. However. the general pattern 
already appears clear, and the interest 
of the subject would appear to justify 
early presentation. 


Methods and Materials 


General Plan of the Study 

The general plan entailed the re- 
cruitment into the study of a number 
of family units in each of several typi- 
cal. well defined, cohesive, lower eco- 
nomic communities with large child 
populations in southern Louisiana within 
several hours traveling time from New 
Orleans. From one to two months in 
advance of the actual initiation of the 
study, the nurse-epidemiologist (D.R.L.) 
visited areas that had been selected on 
the basis of her knowledge of the physi- 
cal and social characteristics of com- 
munities in the region and our general 
impressions of the probable status of 
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poliovirus seroimmunity patterns derived 
from previous investigations.’ During 
these visits, she explained the program, 
obtained written statements of willing- 
ness to participate from both parents, 
and collected essential medical and socio- 
logical data, including a detailed Salk- 
vaccination history (later confirmed by 
reference to official public health rec- 
ords), and blood specimens from each 
member of the recruited families. 

In the laboratory, the sera were 
“screened” for the presence of neutraliz- 
ing antibodies against all three types 
of polioviruses. On the basis of the 
serological results, history of previous 
vaccine administration, and other evi- 
dence (see below), a presumption of 
natural susceptibility or immunity was 
made with reference to each virus type 
for each child. After review of the 
past experience of the group with each 
of the three types, the type offering the 
greatest number of susceptible children 
was determined in order to decide which 
type of vaccine virus could best be 
used to study spread. 

The study group of families in each 
community was then divided into two 
subgroups, one to be fed the selected 
type of vaccine virus and the other a 
similar-appearing placebo salt solution. 
The subdivision was not made on a 
random basis, but was without refer- 
ence to the nurse or to any other source 
of information relative to sanitary or 
hygienic status, interfamilial social re- 
lationships, or other individual factors 
of importance in transmission. The fami- 
lies were paired only on the basis of: 
(1) the number of susceptible children 
(child meaning 15 years of age or 
younger) of equivalent age; and (2) 
geographic location in the community 
in order to insure that the vaccinated 
families were widely scattered. A_per- 
sonal census of all children in the com- 
munities was made to permit calculation 
of the percentage of children fed vaccine. 
Early in June, 1959, after school 
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had been dismissed, the administration 
of vaccine and placebo was _ begun. 
Each child in the “vaccine-fed” families 
received vaccine, and each child in 
the “placebo-fed” families received the 
saline placebo; the feeding unit was 
therefore a family rather than an indi- 
vidual. The parents knew that their 
children might be receiving either vac- 
cine or placebo but did not know which 
in fact was fed. Blood specimens were 
collected from every child in the study 
at the time of vaccine administration. 
The feeding-bleeding procedure lasted 
two days in each of the communities. 

On or just before the day of feeding, 
a fecal sample was collected from each 
study child. During the following three 
months (June, July, and August), col- 
lections were to be twice weekly. Despite 
frequent gifts of candy, chewing gum, 
and small coins to stimulate their in- 
terest and cooperation, there was con- 
siderable variation from child to child 
in the consistency with which specimens 
were collected. The nurse-epidemiolo- 
gist left a supply of labeled ointment 
jars with each family for the fecal speci- 
mens. and visited once a week in order 
to collect the filled containers and to 
discuss with the mother the occurrence 
of illness in her family and significant 
social activities of her children. 

The trial was terminated at the end 
of August, just before the opening of 
school. A terminal blood specimen was 
collected from every person in the study, 
and all participants were fed trivalent 
Sabin vaccine as a promised reward. 


Characteristics of the Communities and 
Recruitment of Study Groups 

Suitable communities were found in 
the towns of Morgan City and Franklin, 
La. Each is a distinct neighborhood, 
not isolated from the remainder of the 
town, but bounded by physical features 
such as a highway, a school, railroad 
tracks, and others, so that a relatively 
homogeneous play community is pro- 
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duced. The population of the Morgan 
City locale is almost entirely Negro and 
that of Franklin entirely so; both popu- 
lations belong to the lower economic 
group. The level of environmental sani- 
tation is low, and many of the homes 
are served by outdoor privies. With a 
few striking family exceptions, the gen- 
eral level of personal hygiene is very 
low, and the majority of the children 
Large 


appear ragged and unwashed. 


families are common, and social inter- 
mingling is intense, particularly among 
the children. whose activities carry them 
from home to home and from street to 
Many of the families are geneti- 
cally related. 

Recruitment of families into active 
random. 


street. 


participation was informally 
The nurse was instructed only to insure 
wide geographic sampling. Willingness to 
participate and the presence of children 
in the family were the only household 
prerequisites; there was no conscious 
selection on any other characteristic. 
The nurse was often attracted by groups 
of children, and was frequently guided 
to their homes by the curious. The 
parents were almost equally curious and 
friendly. and, after long. informal dis- 
cussion of the project. refusals were 
infrequent. After the goal of 25 to 30 
family recruits had been attained in 
each area, there appeared to be no 
obvious differences between families in 
the study group and those in the re- 
mainder of the neighborhood. 

The physical extent of the Morgan 
City and Franklin study communities 
is shown in the outline maps in Figure 
1, which also indicate the distribution 
of households without children, those 
with children but not included in the 
study, and vaccine-fed and placebo-fed 
families. The Morgan City study area in- 
cluded 133 households of which 12 and 
13 were fed vaccine and placebo, re- 
spectively, and 332 children of which 
55 (17 per cent) and 69 were fed 
vaccine and placebo. respectively. The 
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Franklin study area was smaller and 
included 75 households of which 15 
each were fed vaccine and placebo, and 
130 children of which 56 (43 per cent) 
and 51 were fed vaccine aind placebo, 
respectively. 


Vaccine Strains and Administration 


Virus strains of all three types were 
kindly provided by Dr. Albert Sabin 
from the large pools that had fulfilled 
his rigid criteria for purity and attenua- 
tion.'' Because of the specific status 
of group immunity found in the study 
communities, only the type 3 (Leon 12 
ayb) was used. It was administered 
undiluted, and therefore contained ap- 
proximately 7.3 log doses (20 million 
tissue culture infectious particles) per 
ml as titrated in rhesus monkey kidney 
The stock vaccine 
screw- 


cell tissue cultures. 
was distributed into 
topped vials, in such quantity that one 


sterile. 


or two vials contained the material to 
be used for an entire family. The vials 
were labeled with the family identifi- 
cation and held at — 20°C until immedi- 
ately before use. Placebo saline with 
phenol red was packaged in exactly the 
same manner. 

Oral administration was done in the 
home by squirting 1 ml of material 
from the labeled vial into the back of 
the mouth of each child in the study 
family. Medicine droppers were used 
for administration, and care was taken 
to avoid carrying infectious material 
from one home to another. 


Laboratory Procedures 


Rhesus monkey kidney cell tissue cul- 
tures, prepared locally, were employed 
throughout. utilizing technics now stand- 
ard.! 

Stool specimens were processed into 
10 to 20 per cent fecal extracts, and 
the latter were inoculated into tissue 
culture tubes for virus isolation and 
identification, also using standard tech- 
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nics that have been reported in detail 
elsewhere.® 

Sera were tested for the presence 
of neutralizing antibodies by direct, 
microscopic examination for the inhibi- 
tion of cytopathology. For the purposes 
of this report, only serum specimens 
collected from one to two months prior 
to the initiation of the vaccination were 
tested, and only for polioantibodies. 
Sera were diluted 1:2 and 1:8, and 
aliquots of each were incubated for 
one hour at room temperature with an 
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Figure 1 
MORGAN CITY COMMUNITY 


LIVE POLIOVIRUS VACCINE 


equal quantity of virus suspension cal- 
culated to contain approximately 100 
TCIDs9 per 0.1 ml. The mixtures were 
then inoculated into two culture tubes 
per dilution. End points are expressed 
as of the final serum dilution. 


Results 


Sera collected in April and May, 
1959. were “screened” for polioanti- 
bodies, using serum dilutions yielding 
final end points ranging from <1:4 


FRANKLIN COMMUNITY 
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through >1:16. Since many of the 
children had received one, two, three, 
or four Salk-vaccine “shots,” criteria 
had to be established, and the decision 
made prior to vaccine administration, 
as to the natural susceptibility (meaning 
no prior infection with the virus type in 
question) or immunity of each child 
to each virus type. The following rules 
governed the decisions: 

1. Any antibody titer of 1:8 or less was pre- 
sumed to indicate susceptibility regardless of 
Salk-vaccination status. (With only rare ex- 
ceptions, where no vaccination had been re- 
corded, titers were <1:4.) 

2. Any antibody titer of 1:16 or greater was 
presumed to indicate the immunity of natural 
infection if no Salk vaccination was recorded, 
except in the cases of two very young infants 
whose naturally acquired antibodies were pre- 
sumed to be of maternal origin. 

3. When titers of 1:8 or greater were ac- 
companied by a record of Salk vaccination, 
the presumption for the child was reached on 
circumstantial evidence such as the number of 
Salk “shots,” his own heterologous polio ex- 
perience, and indications of the time of the 
most recent familial experience with the homo- 
typic virus as provided by the apparent im- 
munity status of his older and younger siblings. 


On the basis of these criteria, there 
appeared to be a larger number of 
children susceptible to ty pe 3 poliovirus, 
in both communities. than to either of 
the other types. Nearly all children 
below six years of age and a significant 
proportion of the older group were 
judged susceptible. For this reason, 
type 3 vaccine virus was chosen as the 
strain most suitable for the study of 
dissemination in both communities. 

Because susceptibility to infection with 
live-virus vaccine is closely related to 
the natural status of susceptibility or 
immunity,” it would have been highly 
desirable to have had some direct method 
of verifying the decision made for each 
individual based on the criteria given 
above. Since there is no such method. 
the next best thing was a retrospective 
evaluation of the “presumed-susceptible” 
and “presumed-immune”™ groups among 
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the vaecine-fed children by considering 
the occurrence and duration of fecal 
excretion of poliovirus type 3 following 
a constant challenge dose. Examination 
of the viral excretion record reveals 
that the great majority of those who 
were believed to be susceptible experi- 
enced a duration of excretion in excess 
of two weeks, whereas, among those 
thought to be immune, the great ma- 
jority excreted for less than two weeks. 
Moreover, most of these immunes who 
excreted over a longer period of time 
did so intermittently, with only an occa- 
sional “positive” specimen interspersed 
between many “negatives.” Although it 
cannot be made applicable to each in- 
dividual, this examination clearly indi- 
cated that the presumption of suscepti- 
bility or immunity was confirmed in 
general for the vaccine-fed group, and 
therefore should be considered as having 
been correct in general for the placebo- 
fed contacts. 


Excretion of Homologous Virus by 
Vaccine-Fed Children 

Table 1 is a summary of infections, 
as detected only by the recovery of 
homologous poliovirus in the feces, 
among the susceptible and immune chil- 
dren who were fed Sabin’s type 3 vac- 
cine strain directly. In both commu- 
nities, the percentage of infection was 
higher among susceptibles than among 
immunes, although the great majority 
of immunes did become infected. Every 
susceptible child was successfully in- 
fected in the Morgan City group, but 
7 of 38 failed to excrete in Franklin. 
These failures may be explained in 
part by interference caused by concur- 
rent infection with other enteroviruses 
(see below), and in part may have 
resulted from an incorrect presumption 
of susceptibility. 


Spread of Infection to Placebo-Fed Children 
The number of susceptible vaccine- 
and placebo-fed children observed to 
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be excreting poliovirus type 3 during 
each of the first seven or eight weeks 
of the observation period is shown in 
Table 2. When feeding of vaccine re- 
sulted in infection, fecal excretion of 
virus was begun in the first week by 
all but three children. The number 
excreting virus declined during succeed- 
ing weeks, but at least 5 out of 54 
were still excreting during the seventh 
week. Among placebo-fed children, in- 
fections occurred more frequently in 
the Franklin community than in Morgan 
City. Of the total of 26 ultimately shown 
to have become infected, eight were 
excreting during the first week after 
vaccine was administered to their play- 
mates. Additional new infections (see 
also Table 4) were detected through 
but. so far, not after the fifth week. 
The number excreting virus reached 
its peak in this week also. 

Infections among susceptible and im- 
mune placebo-fed children, as detected 
only by fecal virus excretion, are dis- 
tributed by age in Table 3. The greater 
proportion of excretors is in children 
under five years of age, nearly all of 
whom were assigned to the susceptible 


category. Among children five years 


and older, fewer excretors were detected 


Morgan City Community 


Susceptible* Immune* 
Age in No. No. 
Years No. Excreting No. Excreting No. 


‘Both 
N 


Exer 


LIVE POLIOVIRUS VACCINE 


in general and the relative frequencies 
among the susceptible and immune 
groups did not differ greatly. It seems 
likely that erroneous presumption as to 
susceptibility may explain in part this 
observation of small difference. The 
greater over-all percentage of contact 
infection found in Franklin, 37 per cent 
versus 25 per cent in Morgan City, also 
is to be noted. This result may well 
be related to the fact that the seeding 
of vaccine virus was much more intense 
in the Franklin community (vaccine 
fed to 43 per cent of all children) than 
in Morgan City (only 17 per cent of 
children were fed). While serological 
examination of the blood specimens col- 
lected during the twelfth week after 
vaccine administration may show that 
additional individuals have experienced 
contact infections, our previous experi- 
ence® suggests that the number will be 
small and so will not change the above 
pattern appreciably. 

Once introduced into a contact family, 
infection did not necessarily spread to 
involve all of the susceptible children 
present. In only five of ten instances 
in which spread could have occurred 
did all susceptible children become in- 
fected. In five additional families, in- 


Table 1—Excretion of Homologous Poliovirus by Vaccine-Fed Children, by Years of Age 


Franklin Community 


Susceptible* Immune* Both 
0. No. No. No, 
eting No. Excreting No. Exereting No. Excreting 


<1 6 6 0 - 6 
] 2 2 0 ~ 2 

2 8 8 0 8 

3 0 4 

a + 4 1 5 

5 0 ~ 1 1 1 
6- 2 2 12 7 14 
10-15 7 7 8 7 15 


— 


6 2 2 0 - 2 2 
2 3 3 0 - 3 3 
8 5 4 0 - $ 4 
4 3 2 0 - 3 2 
5 4 4 0 - 4 4 
1 4 3 0 - 4 3 
9 11 9 10 8 21 17 
4 6 4 8 5 14 9 


33 33 


Total 
(100) 


Excreting) 


49 
(89) 


* Susceptibility presumed on basis of criteria given in 
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Table 2—Summary of Susceptible Children* Found Excreting Homologous Virus 
During Eight Weeks After Feeding Sabin Vaccine Type 3 


Sus 
rtible Betore 
ldren Feeding 


Morgan City Vaccine 3 0 
Placebo q 0 


Vaccine ot 0 
Placebo 0 


Franklin 


* Susceptibility presumed on b of criteria given in 
+ Ratios are given where studies are still incomplete 


numerator is number of childrea excreting, denominator is 


fection was confined to the single sus- 
ceptible child present (three instances ) 
or to a single presumed-immune (two 
instances). Thus, infection spread to a 
total of 15 or 58 per cent of the 26 
placebo-fed families in both commu- 
nities. This relatively widespread dis- 
tribution of the virus among families 
is in contrast with the more limited dis- 
tribution among children as noted above. 
It should also be mentioned, although 
the data are not yet sufficiently com- 
plete to be reported in detail, that the 
duration of fecal excretion among con- 
tacts appears in general to have been 
significantly shorter than among vac- 
cine-fed children. This is in agreement 
with our finding previous studies 
of intrafamilial spread® where the dura- 
tion of fecal excretion among family 
contacts was often very abbreviated. 


Other Enterovirus Infections Detected in 
Study Families 

Table 4 shows, for each study family 
in beth communities. the week after 
vaceine feeding during which fecal ex- 
cretion of a given enterovirus type was 
first detected. The occurrence of type 
3 poliovirus has been noted above. 
However. several other enteroviruses also 
were encountered. As the vaccine strains 
were being fed, Coxsackie B2 virus was 
present in both communities in a total 
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teat 


of Susceptible Children Exereting Poliovirus 
e 4 During Indicated Week 


16 (7/29) 
(6/32)+ (4/32) 


(9/36) (4/29) 
9 (5/30) 


and less than the total number of children ¢ 


number of children studied. 


of 11 households—three in Morgan City 
and eight in Franklin; in addition, type 
1 poliovirus and Coxsackie B3 were 
present in two and one households. 


respectively. Subsequently, poliovirus 
type 1 was no longer found, but Cox- 
sackie B2 virus spread to five other 
families through the third postvaccina- 
tion week. Coxsackie B3 had been 
infecting all of six children in house- 
hold 28 in Franklin just prior to vaccine 
feeding but was replaced in each in- 
stance by the vaccine virus and was 
not recovered again from these children 
or from any Franklin child. However. 
in Morgan City this virus appeared in 
three families during the third post- 
feeding week and has continued to 
spread, involving one new family per 
week, thereafter. Untyped adenoviruses 
were recovered from two households. 
and one or more enteroviruses, as yet 
unidentified but other than P3. B2. 
or B3, were isolated from three families. 

In contrast to the often sporadic oc- 
currence of the vaccine strain of polio- 
virus type 3 in only one or a few chil- 
dren in a contact family, the familial 
pattern of the Coxsackie types was usu- 
ally more typical of enterovirus distri- 
bution, i.e.. across-the-board involvement 
of all of the younger members of an 
infected family. 

Qn many occasions, two or more 
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virus types were recovered from differ- 
ent individuals in the same family at 
the same time. Where this occurred, 
the phenomenon of viral interference 
was often suggested. Final analysis 
must await more complete study of the 
available fecal and serum specimens, but 
there is a great likelihood that the pres- 
ence of other enteroviruses prevented 
some contact infections with the vaccine 
strain. Interference may even have pre- 
vented some primary infections among 
those who were fed the large vaccine 
inoculum used in this study. A possible 
example of this phenomenon is pre- 
sented in Table 5. 


Illness 


Frequent interrogation of the mothers 
by the nurse-epidemiologist revealed no 
episode of illness which could be asso- 
ciated with poliovirus infection. How- 
ever. a coincidental episode was ob- 
served in one Morgan City family which 
could have marred the vaccine safety 
record. In this family. all six children 
developed illness characterized by vomit- 
ing. diarrhea, and fever. encompassing 
the peried from the day of vaccine ad- 
ministration until ten days later. Fortu- 
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nately, this was a placebo-fed family. 
and from none of the children was a 
poliovirus or other enterovirus isolated 
at that time or thereafter during the 
following two months. 


Discussion 


The question which this study was 
designed to answer was, “May it be 
anticipated that appreciable dissemina- 
tion of living poliovirus vaccine strains 
will occur under optimal conditions in 
a normal, unmanipulated U. S. commu- 
nity?” The factors intended to insure 
optimal conditions for spread in the 
Morgan City and Franklin groups were 
seasonal, immunologic, virologic, and 
social. The summer months encompass 
the period of maximal “wild” poliovirus 
prevalence;! a high proportion of chil- 
dren, especially of those below five 
years of age, appeared to be naturally 
susceptible to the type 3 poliovirus 
administered; this type 3 vaccine strain 
was observed to have a capacity for 
intrahousehold spread at least equal to 
and probably greater than that of the 
other two of the Sabin 
vaccine ;® and finally. the vaccine virus 


components 


Table 3—Excretion of Homologous Poliovirus by Placebo-Fed Children, by Years of Age 


Morgan City Community 
Susceptible* Iinmune* 


Age in : No No. 
Years No. Execreting No. Exereting No. 


No. No 
Excreting No. 


Franklin Community 
Immune* Both 
No. 
Excreting 


Susceptible* 


0. 
Excreting No. Excreting No. 


wor 


— bo fe te 
— bo Po to 


ror 


10 
(% Exereting) (29) 


* Susceptibility presumed on basis of criteria given in text. 
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in maximal doses was widely seeded 
in poorly sanitated and lower economic 
communities in which the usual intense 
social intercourse gave promise of fully 
adequate opportunity for virus trans- 
mission. The study was initiated, there- 
fore, with the expectation that “an 
explosion of transmission” would lead 
to prompt saturation of the populations 
with type 3 virus. The results are quite 
different, and are the more impressive 
because unexpected. 

Although primary infection of sus- 
ceptible children was largely successful, 
spread in both communities considered 
together has so far reached only 58 
per cent of placebo-fed families, 39 per 
cent of susceptible contact children, and 
19 per cent of immune contact children. 
Moreover, many of these infected con- 
tacts excreted so briefly that they could 
hardly have served as effective sources 
for further spread and their infections 
may have failed to stimulate either 
antibody or local intestinal resistance. 

The failure of the vaccine strain to 
achieve the expected population satura- 
tion during the period of observation 
cannot be explained entirely on the 
basis of interference by the other entero- 


Table 5—Sample Franklin Family to which Sabin’s Poliovirus Type 3 Was 
Fed, Showing Failures to Infect Susceptible Children Possibly Explained 
by Interference by Concurrent “Wild” Enterovirus Infection 
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viruses which were found to be con- 
currently present, since (see Table 4) 
many placebo-fed families experienced 
infection with neither “wild” enterovirus 
nor vaccine virus. Our prior observa- 
tions of intrahousehold spread® indi- 
cated clearly that the vaccine strains 
spread within households much _ less 
readily than did “wild” poliovirus 
strains, and it now appears probable 
that even the type 3 strain lacks suffi- 
cient infectivity to permit establishing 
an indefinite and self-maintaining chain 
of transmission in the community. To 
the extent that this observation is con- 
firmed by future experience, concern 
with possible enhancement of the patho- 
genicity of the vaccine virus during 
human passage may be minimized. At 
the same time, however, there seems 
little further ground for hoping that 
partial seeding of a population can be 
relied on to result in complete vaccina- 
tion; indeed, we may well wonder if 
we can depend on involuntary trans- 
mission to reach the minority of chil- 
dren who would be missed during mass 
vaccination campaigns. 

The “wild” enteroviruses encountered 
merit a final note of comment. With 


Presumed* 


Enterovirust Isolated on Indicated Day 
After Feeding Sabin’s Poliovirus Type 3 


Age Immunity Before 
(Years) Status Feeding 


15 19 


12 Immune 
11 Susceptible B2 - 
9 7 B2 3 
6 B2 B2 
5 si B2 B2 
4 B2 B2 
3 - 3 


3 3 3 - 
3 3 3 ~ 
B2 B2 - - 
3 

3 3 3 - - 


* Susceptibility (to poliovirus type 3) presumed on basis of criteria given in text. 
+ “B2"" indicates Coxsackie type B2; ‘3 indicates poliovirus type 3; ‘*-"’ indicates no virus 
isolated; and a blank indicates no specimen collected. 
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the unusually large vaccine dose em- 
ployed, 7.3 logs, 7 out of 71 susceptible 
children (10 per cent) escaped primary 
infection. Had the more usual dose 
of five or six logs been employed, the 
primary interference effect might have 
heen greater. Indeed, one may specu- 
late that the effect of other entero- 
viruses in blocking contact transmission 
of vaccine strains of polioviruses is 
likely to be still greater in view of the 
presumed smaller doses involved in such 
transmission. 


Summary 


Living. attenuated poliovirus type 3 
(Sabin vaccine) was administered orally 
early in June to all children in a group 
of families in two lower economic Negro 
communities in southern Louisiana 
which prior serologic study had shown 
to lack widespread natural immunity 
to this virus type. At the same time, 
in a group of similar families chosen 
to be the indicators of contact infec- 
tion, a placebo material was fed. Study 
of frequent, routine fecal specimens from 
all children served to indicate primary 
and contact infections. Excretion of 
homologous virus occurred in 90 per 
cent of vaccine-fed children, and in 39 
per cent of contact children during the 
succeeding seven weeks. Many con- 
current “wild” enterovirus infections 
were detected. The failure of the vac- 
cine strain to infect a larger proportion 
of the contact children was attributed 
in part to viral interference and in 
larger part to a lower infectiousness 
of the vaccine strain as compared with 


“wild” polioviruses. No illness of any 
sort could be associated with primary 
or contact poliovirus infection. 
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Five years’ experience by a university teaching hospital in referring patients 


to local health departments for nursing service is presented in this paper. 


Some of the advantages to the patients, their families, the hospitals, 


and the health departments are described. 


SERVICE TO DISCHARGED GENERAL HOSPITAL PATIENTS 
THROUGH LOCAL HEALTH DEPARTMENTS 


William L. Fleming. M.D.. F.A.P.H.A.: Shirley E. Callahan, R.N.. M.P.H.: and S. L. Warren, M.D. 


| NortH CaroLina Memorial Hos- 
pital was activated September 1, 1952, 
simultaneously with the conversion of 
the associated School of Medicine of the 
University of North Carolina from a 
two- to a four-year medical school. It 
is located in a small town in a rural state 


drawing its patients predominantly from” 


the eastern two-thirds of North Carolina. 
The need for after-hospital care, particu- 
larly home nursing, for discharged hos- 
pital patients was soon evident. There 
are few agencies other than welfare de- 
partments and health departments in 
small towns and rural areas to assist 
patients. There are only two voluntary 
visiting nurse agencies in the state—one 
employing four nurses and the other 
only one nurse. 

In January, 1953, a Commonwealth 
Fund grant to assist teaching in the 
General Clinic of the Outpatient Depart- 
ment of the North Carolina Memorial 
Hospital made possible the inauguration 
of the Home Health Service. The edu- 
cational program of the General Clinic 
has been described in other publica- 
tions.’ As part of the Home Health 
Service. fourth-year medical students 
under supervision provide medical care 
to selected homebound patients living 
within a ten-mile radius of the hospital. 
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Special arrangements were made to in- 
sure that bedside nursing services could 
be provided to these patients by the pub- 
lic health nurses of the local District 
Health Department (Orange, Person, 
Chatham, Lee counties). The position 
of supervising nurse of the Home Health 
Service (with medical school teaching 
appointment) was created to assist with 
the educational and service program of 
the service and to constitute a liaison 
between the hospital and the District 
Health Department. 

Soon the bedside nursing program of 
the local health department began to be 
extended through requests for home 
nursing service to the supervising nurse 
for patients other than those on the 
Home Health Service. Starting in 1953, 
and in full swing by 1954, antepartum 
cases began to be referred routinely 
through the supervising nurse to local 
health departments, mainly the contigu- 
ous District Health Department. Grad- 
ually, requests for assistance in arrang- 
ing instruction or bedside nursing by 
local health departments all over the 
state for nonmaternity cases, both in the 
outpatient department and upon dis- 
charge from the hospital. began to be 
made increasingly to the supervising 
nurse. 
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Development of State-Wide Service 


Conferences were held with Dr. C. C. 
Applewhite, director, Local Health Divi- 
sion, and Mrs. Mary Kneedler, chief, 
Public Health Nursing Section, North 
Carolina State Board of Health. It was 
decided that the Local Health Division 
would send out a questionnaire to all 
local health departments of the state 
asking each to specify the health coun- 
seling and bedside nursing services they 
could make available to discharged hos- 
pital patients. The questionnaire* was 
sent out in June, 1955. 

Local health departments covering 95 
of the 100 counties in the state re- 
sponded with only one county health 
department offering no services; 94 per 
cent answered “yes” to health counseling 
which included the more traditional pub- 
lie health programs — prenatal, post- 
partum, newborn, venereal disease, tu- 
berculosis and, in addition, diabetes. In- 
dicated availability of manual skills 
varied considerably; many qualifying 
their answers with such remarks as “too 
few nurses to give bedside care,” “we 
can demonstrate and supervise,” or “we 
will do what we can.” Seventy-eight per 
cent offered to give some injections, al- 
though in 29 counties it was indicated 
that this could be done only at the health 
department and mainly for venereal dis- 
ease patients. Between 38 and 55 per 
cent agreed to demonstrate and supervise 
each of the following skills: colostomy 
dressings and irrigations, tracheostomy 
eare, nasal tube feedings, gastrostomy 
feedings, active and passive exercises, 
Forty-four per cent 
indicated they could change surgical 
dressings, with some restricting the fre- 


and bedside care. 


quency of change to once weekly and 
some indicating that the patient would 
have to be brought to the health depart- 


* Questionnaire and Referral Forms are 
available upon request by writing to the au- 
thors at the address given at the end of the 
article. 
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ment, Twenty-four counties indicated 
they would change Foley catheters and 
22 said they would do catheterizations. 
Experience with the program has demon- 
strated that reasonable requests for care 
are seldom refused by a health depart- 
ment regardless of whether the depart- 
ment had indicated availability of the 
service. Phone calls to local health de- 
partments have almost invariably re- 
moved any doubt as to the availability 
of service. 


Development and Use of the 
Referral Form 


A referral form for use with local 
health departments had already been 
partly developed in connection with the 
local District Health Department. It 
was further developed for general use 
in the state. The form insures inclusion 
of identifying data, diagnosis and recent 
treatment data, and indication of the 
type of service requested. Two copies 
are sent with two covering letters to the 
director of the local health department 
serving the residence county of the pa- 
tient; one copy is kept by the local de- 
partment and the other is used for a 
report to the North Carolina Memorial 
Hospital on the service requested. A 
third copy is sent to the chief of the 
Nursing Section of the State Board of 
Health who circulates it to the district 
nursing, physical therapy, and nutrition 
consultants. A record of the referral 
and the nature of the request made is 
kept at North Carolina Memorial Hos- 
pital. 

These referrals are initiated directly 
and indirectly by any professional per- 
son in the hospital. However. the phy- 
sician directly responsible for the patient 
(intern for inpatients) must fill in the 
diagnosis, treatment, prognosis, and so 
forth. This has the advantage of giving 
him a chance to add requests for other 
services, if he did not initiate the refer- 
ral, and helps assure coordination and 
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continuity of patient care, as well as 
legal coverage for the local public health 
nurse. 

Special instructions too lengthy to go 
on the referral form are attached to it— 
such as, a copy of a home exercise pro- 
gram or special diet. A copy of the 
hospital discharge summary is routinely 
sent to the local health department on 
discharged inpatients who have been re- 
ferred for service. The supervising nurse 
has worked with the District Health De- 
partment and the Nursing Division of 
the State Health Department in develop- 
ing explicit instructions for nursing pro- 
cedures. Occasionally a copy of such a 
procedure is sent to the local department 
if the routine is not described in the 
State Health Department Procedure 
Book. 

The supervising nurse checks all re- 
ferrals before mailing and checks the 
local health department’s service report 
against her list of referrals before rout- 
ing the report to the physician and other 
personnel involved in the case. Later 
the report is added to the patient’s chart. 
She sees to it that appropriate informa- 
tion and reports go back to the local 
health department. 

The education of the hospital staff 
members and students who use this form 
is a continuous process, complicated by 
constantly rotating and changing staff 
members and students, The referral 
program is described in all appropriate 
hospital manuals and orientation guides 


for students and the various types of 
professional personnel. The supervising 
nurse participates in the orientation of 
house staff, nurses, and medical students, 
as well as in the various teaching pro- 
grams. She is a member of the rehabili- 
tation team. She attends the annual 
State Public Health Nursing Super- 
visor’s Conference and other appropriate 
state and regional meetings and makes 
visits routinely to neighboring local 
health departments and when indicated 
to more distant ones. Conferences are 
held monthly during the academic year 
in which hospital, State Health Depart- 
ment, and local health department per- 
sonnel discuss problem cases. 


Activities 


Statistics on activities of the referral 
program are summarized in Tables 1, 
2, and 3. As indicated above maternity 
cases were referred routinely until the 
spring of 1958; this helps to account 
for the high percentage of such referrals 
particularly in the contiguous health dis- 
trict. Obstetric referrals had to be 
changed to a selective basis because 
other referrals were being inhibited. 
However, continued demand for services 
from mothers kept the change in policy 
from causing an abrupt change in statis- 
tics. Personnel shortages in contiguous 
local health departments have also af- 
fected referral statistics. Table 1 shows 
the total referrals in representative years. 


Table 1—Referrals to Health Departments for Nursing Service 


1954 1956 1958 


272 (48%) 414 (26%) 
598 (78%)* 1,005 (90%) 709 (80%) 
2,122 (59%) 1,926 (58%) 1,535 (64%) 


Referrals in state outside district — 
Referrals in district 


Number nursing visits in district 


* Percentages in parentheses refer to the percentages of nursing referrals or visits connected with 
obstetric cases. 
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Table 2—General Cases Referred by Cate- 
gory to Health District and State 


sson for Referral 1958 
by Diagnosis District State Total 
Cardio-vascular-renal 

(Except No. 2 and No. 

Cerebral vascular acci- 

dents 

Rheumatic fever and 

rheumatic heart disease 

Neurogenic and mental 


diseases 


Arthritis-rheumatism 
Other diseases of mus- 
culoskeletal system 
Cancer 

Diabetes 


Diseases of digestive 
system 

Paraplegies and quad- 
riplegics 

Results of accidents 
(other than No. 10) 
Dermatitis and surface 
ulcers 

Communicable diseases 
(including TB and VD) 
Poliomyelitis 
\mputations 

Other 


305 145 


Table 2 shows the grouping of diag- 
It can be seen 
that among the total of 445. non- 
maternity cases visited were 143 patients 
with cardiovascular-renal conditions (in- 


noses of cases referred. 


cluding cerebral vascular accidents and 
rheumatic fever and heart disease), 61 
diabetics, 31 paraplegics and quadri- 
plegics, 30 with neurogenic and mental 
diseases, and 28 with cancer. 

Table 3 shows the type of nursing 
services requested for 415 referrals in 
the first six months of 1959, More than 
three-fourths of the services requested 
(336) could be classed under the over- 
all heading of “general teaching and 
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supportive health supervision”: this in- 
cluded 182 maternity and newborn re- 
ferrals. The second largest category was 
home evaluations requested on 41 re- 
ferrals. While there were 29 instances 
in which teaching and supervision of 
specific procedures (including injections 
and dressings) was requested. there 
were only nine instances in which nurses 
were asked to perform the injections, 
dressings. and recording of blood pres- 
sure without teaching the family to carry 
out the procedure. 

Table 4 also covers experience in the 
first six months of 1959. It shows that 
92 per cent of the reports requested from 
the contiguous District Health Depart- 
ment and 79 per cent from other local 
health departments were received on 
referrals during this period. 

Factors such as the former policy of 
referring maternity cases routinely and 
the effect of personnel shortages in local 
health departments have certainly 
colored our experience. It would be 
difficult to predict the number and type 
of referrals if needs were always recog- 
nized and were the only determining 
factor in referrals. The load would be 
great. however, and the scope of our 
activities much greater than they have 
been. Nevertheless, we are beginning 
to understand better the needs of pa- 
tients by categories, and this will facili- 
tate future recognition of individual pa- 
tient needs, 


Table 3—Types of Nursing Services Re- 
quested on Referrals, January-June, 
1959 


General teaching and supportive health 
supervision 

Home evaluations 

Teaching and supervising specific proce- 
dures 

Performing ‘ific ‘ed 
erforming a specific procedure 


Total 
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Table 4—Reports Sent to North Carolina 
Memorial Hospital on Referrals, Janu- 
ary-June, 1959 


Percentage 


Contiguous district health department 92 
Other local health departments 79 
Total 171 


The percentage of referrals for home 
evaluation has been increasing. Initia- 
tion of referrals soon after admission in 
order to allow the information to return 
in time for optimum use has been en- 
couraged. If more than a single narra- 
tive description is desired, a mimeo- 
graphed form compiled by the joint ef- 
forts of several disciplines is attached. 
Its purposes are described as: “(1) to 
gauge care and training in the hospital 
realistically toward the best control pos- 
sible by the patient of his environment; 
(2) to start planning early for equip- 
ment needed on discharge to enable the 
patient to continue to function and im- 
prove to his maximum capacity; (3) to 
continue care in the home at the highest 
level possible.” Details of the physical, 
social, and emotional aspects of the pa- 
tient’s home environment are requested. 
Since patients may come from quite a 
distance, making return visits difficult 
and expensive, this direct source of in- 
formation has proved to be most helpful. 
The supervising nurse frequently initi- 
ates the home evaluation request on the 
most severely handicapped (i.e., quadri- 
plegic. paraplegic, cerebral vascular ac- 
cident, paralytic poliomyelitis, etc.) as 
a member of the rehabilitation team. 
Early involvement of local health per- 
sonnel in addition to the physician is a 
distinct asset to the patient and_ his 
family. 

The Pediatrics Service uses the home 
evaluation increasingly to plan convales- 
cent care of the nephrotic or rheumatic 


JUNE, 1960 


SERVICE TO DISCHARGED HOSPITAL PATIENTS 


child. There is some evidence to indi- 
cate that information about home con- 
ditions available relatively early in pa- 
tient hospitalizations may reduce the 
number of missed clinic appointments, 
and even complications. Evidence  in- 
dicates that complications and readmis- 
sions have resulted from unrealistic or 
deficient long-term planning for patient 
care. Conversely, arranging for ade- 
quate follow-up often permits earlier 
discharge of patients with amputations, 
surface ulcers, colostomies, tracheosto- 
mies, cerebral vascular accidents, arthri- 
tis. paraplegias, and other conditions. 

Knowledge of the patient's home en- 
vironment has helped with numerous 
outpatients in evaluating the patient's 
problem and in planning a reasonable 
medical regimen — reasonable. in the 
sense of the patient’s ability to adhere 
to it. 

Requests for nursing service for pa- 
tients with cardio-vascular-renal diseases 
have shown the greatest increase with 
services requested covering a wide scope. 
The medical specialty of the physician 
appears to affect the type of services 
requested; the pediatrician and the in- 
ternist frequently seem to take a more 
comprehensive view of patients. but this 
varies to a considerable extent with in- 
dividuals. Nurses vary a great deal in 
their perception of problems in patients’ 
after-hospital care. Some do not feel 
that their responsibility extends beyond 
the hospital’s walls; discussion of illus- 
trative cases at conferences seems to 
help in broadening horizons. Sensitiza- 
tion of all hospital personnel to the dif- 
ficulties of instructing patients and their 
families has been greatly aided by nurs- 
ing reports from local health depart- 
ments, 


Discussion 


Experience with our referral program 
has made us feel strongly that one of 
the great needs at the present time is 
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home or bedside nursing—albeit much 
of such nursing should be on a super- 
visory and demonstration basis rather 
Home 
nursing would seem to be an important 


than on an actual service basis. 


and tangible contribution to the health 
department’s program of chronic disease 
control, or more accurately, program of 
limitation of disability from chronic dis- 
Many or most health departments 
have always done some of this, but there 


ease. 


would seem to be need for a great deal 
more emphasis. There should be no reason 
why patients who can afford to pay for 
home nursing for chronic disease should 
not do so; this is important in the attitude 
of the medical profession to the service. 
There are a few cities where Visiting 
Nurse 


formerly separate have been combined 


Association services that were 
with and incorporated into health de- 
partments. This seems to be a logical 
development that should be encouraged 
where separate home bedside nursing 
and public health nursing facilities exist. 

Similarly, there seems to be much 
need for the health department to join 
with the community hospital in certain 
laboratory services — such as, offering 
streptococeal culture services to aid in 
the proper use of antibiotics and to 
avoid unnecessary use. 

Home nursing would help local health 
departments in developing a more dy- 


namic, tangible chronic disease program. 
Home nursing together with the par- 
ticipation of community hospitals in 
laboratory services might lead to joint 
functions and a revival of the compara- 
tively dormant health center idea. 


Summary 


1. Experience over a five-year period 
of a university teaching hospital in a 
rural state in referrals of patients to 
local health departments for nursing 
services has been recounted. 

2. Some of the obvious advantages to 
health departments and hospitals, but 
most importantly to patients and their 
families, have been described. 
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This study proposes that the goals of discussion groups in mental health 


education may be divided into those that are informational and those 


that fill emotional needs. An experiment was designed to measure 


the achievement of informational goals, and the results are 


reported here. The authors raise a number of provocative 


questions on the basis of their findings. 


UTILITY OF THE SMALL GROUP DISCUSSION METHOD 
AS PRACTICED IN CERTAIN APPLIED SETTINGS 


I—INSTRUMENTAL GOAL ACHIEVEMENT OF A 


MENTAL HEALTH GROUP 


Gwen Andrew; John Paul Sibilio: and Vernon A. Stehman, M.D. 


NE OF THE persistent problems con- 
fronting the research team attempt- 
ing to evaluate mental health education 
programs has been the nonspecificity of 
stated goals of most of these efforts.’ 
There is usually a rather diffuse expecta- 
tion that change, or enhancement of in- 
formation, attitudes, self-understanding, 
and “comfortableness” of the partici- 
pants, will be brought about by group 
discussion and interaction under the 
leadership of a mental health educator. 
Frequently, it is also expected that this 
improved personal situation will be re- 
flected in relationships with others who 
are the actual, implied “goal” of the 
program, e.g., children will benefit from 
these group experiences of their parents 
possibly to the point that they will be 
thus insulated from development of neu- 
rotic manifestations even into adult- 
hood.* 
Usually a participating discussion 
leader, who is presumed to be tech- 
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nically competent in the informational 
aspect of the discussion topic and skilled 
in reflecting and manipulating affective 
responses, is included in the group.* 
There appears to be a separation be- 
tween the task of increasing the infor- 
mation level of the participants and that 
of increasing their emotional well-being 
or self-understanding. These goals may 
be, but are not necessarily, mutually 
exclusive. However, it is questionable 
that they can be achieved under the 
leadership of one individual. Tacit 
recognition of the possible conflict is per- 
haps shown in those instances where a 
discussion leader and a “resource per- 
son” are both provided in the leader- 
ship pattern. Observation of these groups 
in action would seem to indicate that 
occupants of the two roles are often 


* There have also been a rash of programs 
with “lay” leaders who have some degree of 
training in both didactic content and group 
leadership technics. 
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unaware of the significance of their 
separate functions and both concentrate 
on intellectual either the 
achievement of the group's goals or man- 


problems, 


agement of the group as a chairman.* 
Bales has discussed these different as- 
pects of group function in a way which 
appears promising here.*° According 
to Bales. small groups which are or- 
ganized in pursuit of some task or goal 
other than merely social relationships 
have four types of problems to resolve. 
These are task (instru- 
mental). regulation and management of 


achievement 


the group (adaptive), group cohesion 
(integrative), and expression of feeling 
of the members (expressive). He sug- 
vests further that these may be grouped 
to form two distinct types of problems 
which need to be resolved in order to 
have a successful group. This grouping 
vields on the one hand, the general prob- 
lem of achievement of the intellectual 
purposes of the group (the instrumental- 
adaptive aspect) and on the other the 
problem of adequate interaction and ex- 
pression of members’ feelings (the inte- 
grative-expressive aspect). 

Following this thesis, it is suggested 
here that the multiplicity of goals im- 
plied or stated for mental health discus- 
sion groups actually cover both of these 
general problems of groups: therefore 
fruitfully be divided 
into those which are “instrumental” or 
information oriented and those which 
are “expressive” or social-emotional. 


these goals may 


This division permits recognition of 
a number of problems which are rele- 
attempt to 
achievement in mental health education. 
If one discussion 
leader is to help the group achieve both 


vant to an assess goal 


person serving as 
instrumental and expressive goals he 
an “instrumental” 
leader guiding the group to increased 
knowledge and also as an “expressive” 


must then act as 


leader meeting the emotional needs of 
group participants and increasing their 


emotional well-being in general. As 


suggested earlier. this may be an im- 
possible role assignment. It appears 
clear that for groups structured with 
one leader a decision as to primary goals 
is imperative in order to select the most 


appropriate discussion technics and defi- 


nition of the leader's role. 

A fundamental problem which under- 
lies all questions of leadership and selec- 
tion of appropriate tasks is concerned 
with the degree to which discussion 
group methodology as practiced, leads to 
achievement of instrumental and/or ex- 
pressive goals within the particular area 
to which the efforts have been addressed. 
In order to investigate this problem a 
study was designed to assess the achieve- 
ment of instrumental and expressive 
goals in mothers’ discussion groups un- 
der the leadership of one person. This 
paper reports that phase of the research 
directed toward the appraisal of the suc- 
cess of the group in terms of “instru- 
mental goal achievement.”* 

The project under study consisted of 
a_ series of meetings for 
mothers of preschool children led by a 
person trained in both social work and 
nursery school education.+ Concurrently 
with the group sessions the participants’ 
preschool children were enrolled in a 
nursery school directed by trained teach- 


discussion 


ers.® 

Specifically, the instrumental goal of 
the project consisted of an attempt. 
through discussion of normal develop- 
ment and behavioral problems of chil- 
dren, to provide mothers with a fund of 
information from which they might gen- 
eralize to life situations met in their role 
experience. Beyond this contribution to 
optimum role fulfillment it was expected 
that this information would give the 
mother a base line of normal behavior 


* The second phase, measuring achievement 
of expressive goals is still in process. 

+ The research team would like to acknowl- 
edge its appreciation of the cooperation of the 
group leader, Mary Minnie, who demonstrated 
the interest and sincerity of purpose which 
permitted scrutiny of her own activity. 
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against which to compare her own 
child.* 

It was decided that achievement of 
these goals could be assessed by meas- 
uring the differences which might occur 
from beginning to end of the project in 
the way mothers thought they would 
prefer their children to behave and the 
behavior they thought professionals 
would consider most appropriate. In 
addition, the mother’s capacity to gen- 
eralize learned information was to be 
assessed through determination of their, 
choice of alternative solutions to de- 
scriptions of ordinary problems arising 
in the child’s life situation. 

Measuring Instruments — Measure- 
ments were made through use of two 
scales developed for the project. “Scale 
A: Rating Your Child’s Behavior” was 
constructed to measure the behavior of 
the child from three frames of reference 
to be assumed by the mother—as she 
observed it (observed behavior), as she 
would prefer it (acceptable behavior), 
and as she thought an expert would 
prefer it (expert opinion). The scale 
covers six areas of behavior: temper, 
care of property, capacity to occupy 
self, cooperation in routine, attention to 
personal care and activity.+ 

For each area there were five exam- 
ples of behavior ranging along a con- 
tinuum from passive to aggressive and 
the mother selected the alternative she 
helieved most appropriate for each of 
the three frames of reference she was 
asked to assume. 


The second 


instrument, “Scale B: 


*It is not unlikely that this base line is 
diagnostic information which mothers who join 
discussion groups are seeking—and which they 
hope to get from a mutual and reassuring 
exchange of experiences. In a sense, this is 
less a question of “What should I do?” than 
of “Do I need to do anything?,” and the 
answer is sought through comparison with a 
peer group. 

+ There were originally ten areas in the 
scale but four were omitted either because 
they failed to discriminate between mothers 
or because of inadequacies in wording. 
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Handling Problems with Your Child,” 
was used to test the mother’s ability to 
generalize information learned in the 
group sessions. This scale describes 16 
common problems which may arise with 
a child and provides four alternative 
ways of handling each of them, The 
mother was asked to choose the most 
appropriate solution. For purposes of 
the research, the discussion leader's 
choice on each item was considered as 
the “correct” answer. 

Participants—The participants in the 
experimental groups were mothers who 
responded to the community announce- 
ment of the group project and who had 
preschool age children. There were three 
separate groups of approximately eight 
each formed on the basis of convenience 
of location to each of the three centers 
where meetings were held. The control 
group consisted of 13 mothers who were 
participants in the YWCA “Ladies Day 
Out” program which provides recrea- 
tional activities once each week for 
mothers and a baby sitting service for 
their children. 

Method—The mothers in the experi- 
mental groups met once each week for 
ten weeks, At the first and tenth meet- 
ings they completed Scales A and B. The 
control mothers filled out the scales at 
the first of their weekly meetings and 
again at their tenth session. 

Results—Differences between the ex- 
perimental and control groups on the 
various measuring instruments were 
tested statistically. The results of these 
tests are shown in Tables 1 and 2. and in 
this discussion the appropriate result is 
referred to by the number of the table 
and the number of the column in that 
table. 

In order to reduce the complexity of 
discussion, especially for those readers 
who may not be concerned with the 
statistical procedures used, the results 
are stated here without reference to 
methodology. Comments on the statisti- 
cal methods are offered in the section 
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Table 1—Results of Kruskal Wallis H-Test 
of Significance of Differences Between 
Groups 


H-Value by Type of Messurement® 

l 2 3 
rhree Experimental Experimental 
and Control and Control 

Pretestt Pre-Postt 


Experimental 
Groups 


Seale A 
Observed 1.74 0.44 0.02 
Accepted 1.30 0.01 0.41 
Expert 1.45 0.44 1.40 


Scale B 0.94 14.13f 1.19 


column numbers are used in the text to refer 


results given in this table 

erimental N= 14, Control N= 13 

0.001 No other H-value in the table achieves 
cance at the 0.05 level or better. 


which follows for those who are in- 
terested. 

The three groups of mothers in the 
experimental population were combined 
and treated as one group of 14 cases. 

Handling Childrens’ Problems (Scale 
8 )—It was concluded that the discussion 
series had not effectively influenced 
mothers’ choices of solutions to the de- 
velopmental problems of children be- 
cause no. significant differences were 
found between the experimental and 
control groups (Table 1, column 3). It 
was further concluded that the discus- 
sion had no consistent effect on the 
choice mothers gave for the solution to 
any one of the problems on the scale. 
In other words, the discussion group 
mothers did not show any important 
increment in over-all knowledge of solu- 
tion to children’s problems nor did they 
improve in knowledge with regard to 
any specific problem studied. 

Opinions of Behavior (Scale A)— 
Comparisons were made between the 
discussion and control mothers in terms 
of their ratings of acceptable behavior 
from children. The results indicated that 
there was no significant difference be- 
tween the two groups. The same lack 
of difference between groups was found 
with respect to the mothers’ impressions 
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of expert opinion (Table 1, column 3). 
It was therefore concluded that the dis- 
cussion series could not be considered 
to have effected a change in the behavior 
mothers preferred in their children, or 
in their opinions of the behavior experts 
considered most appropriate. Not only 
was there no significant change on the 
total scale but there was also no change 
on any given item of the scale. 

The results of all the analyses in the 
research led to the conclusion that the 
discussion group did not achieve the 
instrumental goals. 

Relationships Between Opinions of 
Behavior (Scale A)—As previously in- 
dicated, Scale A not only required the 
mother to rank six areas of behavior 
according to that which she considered 
most acceptable and most condoned by 
experts, but also as she observed her 
own child in action. Some of the most 
interesting findings of the study oc- 
curred in attempting to interrelate these 
three frames of reference. Mothers who 
enrolled in the discussion groups rated 
their children’s behavior as different 
from what would be acceptable to them 
but this difference was not found for 
control mothers (Table 2, column 1). 
However, both experimental and control 
mothers rated acceptable behavior as 


Table 2—Results of Kruskal Wallis H-Test 
of Significance of Differences Within 
Groups on Pretests: Scale A 


H and P Values by Type of 
Measurement* 
3 
Observed Acceptable Observed 
and an 
Acceptable Expert 
Group H P H P 


Experimental 5.6 0.02 63 0.02 0.10 0.80 
N14 


Control 29 0.10 48 0.05 0.05 0.90 
N13 


* Tne column numbers are used in the text to refer to 
the results given in this table. 
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significantly different from what they 
believed to be expert opinion (Table 2, 
column 2). Even more striking, both 
groups considered expert opinion to ap- 
proximate the actual observed behavior 
of their children (Table 2, column 3). 

These results raise some interesting 
(and presently unanswerable) questions. 
If a mother indicates that acceptable 
behavior is different from what she 
considers to be expert opinion, why does 
she join a group led by an expert? If 
she observes her child’s behavior to be 
not unlike that which she thinks experts 
approve. why does she join a group led 
by an expert? The soundest speculation 
attempting to answer these questions 
seems to be based on the reports of the 
group organizer who indicated that 
mothers often stated they “wished to find 
out if their kids were like other kids.” 
It may be that mothers join these dis- 
cussion groups to get a sort of majority 
opinion against which to compare their 
progress or some reassurance that they 
are not.having unusual problems. The 
influence of the expert seems to be 
negligible in so far as the mother’s prior 
opinion is concerned. This perception 
of expert opinion has some relevance 
for selection of both leadership and goals 
of discussion groups. It appears that 
mothers do not set instrumental goals 
for themselves when they decide to par- 
ticipate in these groups. Perhaps, then, 
it is unrealistic to expect or seek achieve- 
ment in this area. Rather, leadership 
efforts might be more usefully concen- 
trated on achievement of the expressive 
goals of mothers.* 

Methodological Comments—The Krus- 
kal Wallis H-Test was used as the statis- 
tic to measure the significance of dif- 
ference between groups or between 
pre- and posttests, since the assumptions 


* Such a discussion would have obvious im- 
plications for the old problem of the psycho- 
therapeutic connotations of mental health edu- 
cation groups—a problem too broad in scope 
to include in this discussion. 
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underlying parametric statistics were not 
met by the scale data. 

The three groups of mothers in the 
experimental population were combined 
when the H-Test indicated they did not 
differ significantly in the results on the 
pretests of both Scales A and B (Table 
1, column 1). 

There was no significant difference 
between the experimental and control 
groups on initial responses to Scale A. 
On Scale B, however, the control 
mothers were significantly more accu- 
rate than the experimental group in 
selecting the appropriate solution to the 
generalization problems (Table 1, col- 
umn 2). These results raise a problem 
of interpretation in so far as the gen- 
eralization test is concerned. The method 
of handling this problem is discussed 
below. 

As a measure of the extent to which 
instrumental goals of the project were 
achieved, the experimental and control 
groups were compared in terms of the 
magnitude of the difference in their pre- 
and postscores on Scale A. The same 
was done for Scale B. On Scale B, the 
generalization test, the difference be- 
tween a mother’s initial and postseries 
scores was considered as her over-all or 
“difference” score and this was the 
measure of her achievement. This pro- 
cedure obviated the problem of handling 
differences between the experimental 
and control groups on their initial per- 
formance. 

The difficulty in such an approach is 
in the case of maximum performance, 
which would not permit improvement, 
thereby spuriously reducing difference 
scores. However, inspection of the re- 
sults for the individuals in each group on 
the initial and final testing indicated that 
there were no instances in which an in- 
dividual approached the maximum pos- 
sible number of correct answers. On 
the postseries Scale B results the control 
mothers had lower accuracy scores than 
the experimental mothers. In other 
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words. the experimental mothers im- 
proved while the control mothers re- 
gressed. but in neither instance was the 
difference statistically significant. (H 
O48 and 1.17, respectively, not shown 
in tables.) 

Using these difference scores as a 
measure of change. no significant dif- 
ference was found between the experi- 
mental and control mothers (Table 1. 
column 3). 

To test the possibility of shifts on 
the answers to individual items on Scale 
B. contingency tables were constructed 
to show the frequency of change in 
answers mothers selected from pre- to 
postscales. For purposes of comparison 
this process was carried out for both the 
experimental and control groups. The 
contingency tables for each of the 16 
items on the seale indicated only random 
shifts in answers. The same lack of 
consistent change was found for Scale A 
when tables 
structed for each item. 

Seale A data were also analyzed in 
terms of difference each 
mother in the experimental and the con- 


contingency were con- 


scores for 


trol group to provide the conclusions 
offered on mothers’ opinions of behavior. 


Summary 


1. This study proposes that the vari- 
ous and sometimes obscure goals of 
groups mental 
health education may be divided into 
those which are of an informational 
nature and those which fulfill emotional 


parent discussion 


needs. The paper reports the results 
of measures of achievement of informa- 
tional (instrumental) goals of a group 
of mothers organized under the auspices 
of a child guidance clinic to discuss 
normal developmental problems of chil- 
dren. 

2. Two scales were developed as meas- 


uring instruments. One was designed 


to measure generalization to life-like 
problem situations from material dis- 


cussed in the groups. The second pro- 
vided mothers’ ratings of child behavior 
in six areas according to (a) her ob- 
servations of the child, (b) that  be- 
havior which she considered most ac- 
ceptable, and (c) that which she 
believed experts would consider most ap- 
propriate, 

3. The 
change significantly on any 
from beginning to end of the series when 
compared with a control group of 
mothers. It was concluded that the in- 
strumental goals of the project were not 


did not 
measure 


discussion group 


achieved. 

1. It is suggested that the groups are 
organized and conducted on affective 
dimensions and that it is unrealistic to 
expect achievement of instrumental goals 
with this organization. 

5. Differences between mothers’ opin- 
ions of acceptable child behavior and 
that which they think experts prefer 
indicate that mothers do not join groups 
with expectation of utilizing expert 
opinion and in a sense have no instru- 
mental goals as defined for the study. 

6. A number of pertinent questions 
important in defining the leadership role 
are brought out. 
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This study was undertaken to determine the incidence of coagulase-positive 


staphylococci in an unconfined normal population. No significant rela- 


tionship could be shown between carrier rate and sex, age, or season. 


Race appears to be associated with nasal carriage of S. aureus. 


STUDIES ON THE INCIDENCE OF COAGULASE-POSITIVE 
STAPHYLOCOCCI IN A NORMAL UNCONFINED 


POPULATION 


Stephen J. Millian, Ph.D.: Jack N. Baldwin, Ph.D.; Melvin S. Rheins, Ph.D.; and Harry H. 


Weiser, Ph.D. 


N RECENT YEARS there have been a con- 
| siderable number of investigations on 
the epidemiology of staphylococcal in- 
fections originating in 

The results indicate that carrier rates 
of hospital personnel and patients are 
quite high,’®*° and that the nasal mu- 
cosa of the hospital staff constitutes an 
important reservoir of infection for pa- 
In addition, highly virulent 
strains acquired while in the hospital 
have been incriminated in serious out- 
breaks of staphylococcal infections 
among family contacts months after the 
patient has been discharged from the 
hospital. 

The purpose of this study was to 
determine the incidence of coagulase- 
positive staphylococci in a normal, un- 
confined population. This information 
was expected, in turn, to contribute to 
our understanding and evaluation of 
hospital carrier rates. The influence of 
race, sex, age, and season on this in- 
cidence is described. 


Materials and Methods 


Through the courtesy and cooperation 
of the director of dining halls of the 
Ohio State University. the Department 
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of Health of Columbus, Ohio, and the 
United States Air Force at Lockbourne 
Air Base, Ohio, 577 apparently healthy 
individuals were examined for the pres- 
ence of coagulase-positive staphylococci. 
The individuals were randomly selected 
from applicants for food handling posi- 
tions in institutions and public restau- 
rants, 


Nasal Sampling 


Nasal swabs were used to determine 
the incidence of coagulase-positive 
staphylococci in the general population. 
Samples were taken in the following 
manner: The individual cleared his nose 
by blowing into a facial tissue several 
times. A sterile cotton swab moistened 
with Brain Heart Infusion Salt Broth 
(BHISB) was inserted into the nares 
with a rotary motion until it touched 
the nasopharyngeal wall. The swab was 
then withdrawn and placed in the test 
tube containing 5.0 ml of BHISB. 
Within a period of two hours, 0.05 ml 
aliquots of the broth were evenly dis- 
tributed over the surface of Sheep Blood 
Agar (SBA). Rabbit Blood Agar 
(RBA), and Lactose Salt Agar (LSA) 


plates with sterile glass rods. (The 
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blood agar plates contained 5.0 per cent 
blood by volume. ) 


Composition of Lactose Salt Agar 


Tryptose Broth, Difco 25 
Yeast Extract 

Lactose 

Sodium Chloride 

Agar 20 


Distilled water to liter 


The inoculated plates were incubated 
at 37° C for 48 hours: the LSA plates 
were incubated an additional 72 hours 
at 20° C to enhance pigment production. 
Growth from single colonies from each 
plate was transferred to BHIA slants 
containing 7.5 per cent NaCl. Where 
obvious differences in colonial mor- 
phology, chromogenesis, or in hemolytic 
activity were noted, more than one 
colony was selected for study. Cultures 
were stored at 4° C until tested for the 
production of coagulase. 


The Coagulase Test 


Each culture was transferred daily 
for three days on BHIA prior to testing 
for the capacity to produce coagulase. 
A loopful of organisms was suspended 
in O55 ml of fresh undiluted rabbit 
plasma and incubated in a water bath 
at 37° C for three hours, after which the 
presence or absence of a coagulum was 
noted. Any degree of coagulation was 
considered a positive test. 


Results and Discussion 


A Study of the Efficacy of the Several 
Isolation Media Used—Although a num- 
ber of media for the isolation of coagu- 
lase-positive staphylococci have been 


proposed, no one medium has gained 


widespread acceptance, It was neces- 
sary. therefore, to determine the poten- 
tialities and limitations of several isolat- 
ing media before an investigation of the 
carriage of staphylococci in the nose 
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could be initiated. The following are 
the results of such a survey. 

Hemolysis on Rabbit and Sheep 
Agars and Coagulase Production—Rab- 
hit Blood Agar (RBA)®!* and. more 
recently, Sheep Blood Agar (SBA) 
have been recommended for the isola- 
tion and differentiation of S. aureus. To 
determine the efficacy of these media 
for the differential isolation coagulase- 
positive staphylococci, nasal cultures 
from 33 individuals were examined. 
The results of this preliminary study 
are shown in Table 1. 

Only 39 per cent of the 23 strains 
hemolytic on were  coagulase- 
positive, while 91 per cent of the 11 
strains hemolytic on SBA produced co- 
agulase. None of the nonhemolytic 
strains exhibited coagulase activity. In 
view of the poor correlation of hemoly- 
sis on RBA and coagulase production, 
the use of RBA as a differential medium 
for isolation was discontinued. 

The inadequacy of RBA as a differ- 
ential isolating medium in carrier rate 
studies of S. aureus has been noted pre- 
viously, Moss, et al. (1941) and Boe 
(1944) observed that many strains were 
unable to coagulate plasma even when 
large zones of hemolysis were produced 
on RBA. 

The Efficiency of Sheep Blood Agar 


Table 1—Relationship of Hemolysis on 
Rabbit or Sheep Blood Agar to the 
Coagulase Reaction 


Percentage 

Median Number _ of Strains 

and of Coagulase- 
Reaction Strains Positive 


Rabbit Blood Agar 
Hemolytic 2: 39 
Nonhemolytic 


Sheep Blood Agar 
Hemolytic 
Nonhemolytic 
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and Lactose Salt Agar for the Primary 
Isolation of Coagulase-Positive Staphy- 
lococci — On occasion overgrowth by 
nasal flora, other than staphylococci. 
interfered with the selection of hemoly- 
tic colonies on SBA. A selective medium. 
Lactose Salt Agar (LSA). was therefore 
used in addition to the SBA. 

Of 179 coagulase-positive strains de- 
tected in nasal swabs. 166 were detected 
on SBA and 144 were isolated on LSA. 
While the correlation between alpha 
hemolysin and coagulase production is 
striking (93 per cent), it is not abso- 
lute, as several strains of S. aureus de- 
tected on LSA were overlooked on SBA. 
These findings are in agreement with 
those of Christie and North (1941), and 
Marks (1952), who found that a small 
number of coagulase-positive staphylo- 
cocci either produce no hemolysin or 
an insignificant amount. 

The Relationship Between Hemolysis 
on Sheep Blood Agar and Coagulase 
Production — To determine how many 
coagulase-positive strains would not be 
detected because of their failure to 
hemolyze SBA and to determine how 
many strains, hemolytic on SBA, were 
coagulase-negative. 456 strains of staphy- 
lococei were streaked on the surface of 
SBA plates. The results are summarized 
in Table 2. 

Only 9 (approximately 3 per cent) 
of the 290 nonhemolytic strains were 
coagulase-positive. It is interesting to 


note that Chapman. et al. (1937, 1938) 


Table 2—The Relationship of Hemolysis 
on Sheep Blood Agar to Coagulase Pro- 
duction 


Reaction on Number 
Sheep Blood — of Strains 
Agar Tested 


Coagulase Reaction 


Positive Negative 


Nonhemolytic 290 281 
Hemolytic 166 16 
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determined that the first and best indi- 
cation of the loss of virulence of patho- 
genic staphylococci was a mutation that 
resulted in an inability to produce he- 
molysin. 

Of the 166 hemolytic strains, 16 did 
not exhibit classical alpha or alpha- 
beta types of hemolysis. Instead they 
were surrounded by small hazy zones 
of incomplete hemolysis. The 150 strains 
which were alpha or alpha-beta hemoly- 
tic strains were also coagulase-positive, 
while the 16 atypically hemolytic strains 
were coagulase-negative. Marks (1952) 
also noted the occurrence of nonspecific 
lysis on SBA. He attributed it to the 
presence of a delta toxin and found that 
most coagulase-negative strains produce 
a proteolytic enzyme which appears to 
enhance the action of this hemotoxin. 
If the nonspecific hemolysis described 
hy Marks is disregarded, alpha hemoly- 
sin production by staphylococci on SBA 
is an accurate index of the presence of 
a coagulase-positive strain. These re- 
sults are also in accord with those of 
Christie and Keogh (1940). who re- 
ported that the great majority of coagu- 
lase-positive strains produce alpha or 
alpha-beta hemolysis on SBA, whereas 
this phenomenon was not observed with 
coagulase-negative strains of human 
origin. 

The Relationship Between Chromo- 
genesis on Lactose Salt Agar and the 
Production of Coagulase—Chromogene- 
sis on salt agar has long been considered 
to be one of the distinguishing charac- 
teristics of the enterotoxigenic staphy- 
lococci. Chapman, et al. (1937) found 
that typical food poisoning staphylo- 
cocci, produced yellow or orange pig- 
ment in addition to coagulase and he- 
molysin. 

To determine the relationship of 
chromogenesis on LSA to coagulase pro- 
duction, 567 strains of staphylococci 
from nasal swabs were isolated on LSA. 
The data of this experiment are shown 
in Table 3. 
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Table 3—The Relationship of Chromo- 
genesis on Lactose Salt Agar to Coagu- 
lase Production 


Reaction Number Coagulase Reaction 
on LSA Tested Positive Negative 


Chromogenic 135 126 9 
(vellow, cream) 


Nonchromogenic 432 20 412 


(white, grav) 


One hundred and twenty-six of the 
136 chromogenic strains were coagulase- 
positive, while only 20 of the 432 non- 
chromogenic strains were  coagulase- 
positive. 

In selecting colonies from LSA for 
coagulase testing the policy was to select 
one unless there were obvious differences 
in chromogenesis, in which instance sev- 
eral colonies were selected. In determin- 
ing the efficiency of LSA as a prelimi- 
nary isolating medium, it is quite 
possible that some white coagulase- 
positive colonies were overlooked due to 
the preponderance of white coagulase- 
negative strains (Table 3). A sampling 
error of this kind might be avoided by 
selecting several colonies from plates 
containing only white colonies. 


Studies of the Nasal Carrier Rate 


During studies of the epidemiology 
of some infectious diseases, significant 
correlations were found between case 
or carrier rates and such factors as race, 
sex, and age. To cite but a few ex- 
amples: American Indians and Negroes 
were found to be more susceptible to 
tuberculosis than white individuals 
(Opie, 1936). Males contracted and 
died from pneumonia, meningitis, en- 
cephalitis, and amoebic dysentery more 
often than did females (Perla and Mar- 
morston, 1911). An attempt was there- 
fore made to determine if similar rela- 
tionships could be demonstrated for 


nasal carriers of coagulase-positive 


staphy lococci. 


Race, Sex, Age and Carrier Rates 


White Carrier Rates—The results of 
the survey on the distribution of nasal 
carriers of coagulase-positive staphylo- 
cocci in adult white females and males 
of various ages are presented in Table 4. 

The carrier rates were 5 to 10 per 
cent less than those reported by other 
investigators (Hallman. 1937; McFar- 
lan, 1938; Gillespie, et al., 1939). Fifty- 
four or 36.7 per cent of the 147 females 
examined and 104 or 384 per cent of 
the 271 males examined were found to 
he carriers. The differences in carrier 
rates might be attributed to the sources 
of the groups sampled, since only 
“healthy” individuals were examined in 
this study while the samples of other 
investigators were composed, in part, of 
hospitalized individuals. 

The higher incidence of carriage 
amongst hospitalized individuals and 
personnel first reported by Miles, et all.. 
1914. is believed to be due to the nasal 
colonization of noncarriers by hospital 
strains (Rountree and Barbour, 1951: 
Rountree and Thomson, 1949). 

Indications are that the presence of 
one strain of staphylococci on the nasal 
mucosa is a reasonably effective al- 
though not an absolute barrier to the 
establishment of another strain. 


Table 4—The Distribution of Carriers of 
Coagulase-Positive Staphylococci in 
Adult White Females and Males With 
Reference to Age 


Age Number Per cent Number Per cent 

Group Examined Carriers Examined Carriers 
18-29 65 36.9 221 40.3 
30-49 42 33.3 42 33.3 
50-69 40 40.0 8 12.5 
Total 147 36.7 271 38.4 
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The data in Table 4 indicates that 
white carrier rates are not appreciably 
affected by the age or sex of the indi- 
vidual. The over-all female and male 
carrier rates are almost identical; 36.7 
per cent of the females and 38.4 per 
cent of the males carried coagulase- 
positive staphylococci. The carrier rates 
of the various age groups are also com- 
parable. Almost 37 per cent of the fe- 
males in the 18- to 29-year-old group, 
33 per cent in the 30- to 49-year-age 
group and 40 per cent in the 50- to 69- 
year-age group were carriers. Forty per 
cent of males in the 18- to 29-year-old 
group and 33.3 per cent in the 30- to 49- 
year-old group were carriers. The 12.5 per 
cent carrier rate of the 50- to 69-year- 
old group did not differ significantly 
from those of the other age groups 
(calculated X* 3.12, P 0.80-0.90 using 
2 d.f. alpha X* 5.991). Rather, it is a 
function of a small sampling and is not 
at all representative of the true carrier 
population. A search of the literature 
for confirmation or refutation of these 


findings has not been rewarding. The 
available carrier rates are all crude 
rates, uncorrected for sex or age. 


Negro Carrier Rates — The distribu- 
tion of carriers of coagulase-positive 
staphylococci in adult Negro females and 
males according to age is shown in 
Table 5. Although the female carrier 
rate was found to be 19.5 per cent, al- 
most twice the male rate of 9.7 per cent, 
the difference is not statistically signifi- 
cant (calculated X* 2.249 P 0.10-0.20 
d.f. 1 alpha X? 3.841). 

The differences in the carrier rates 
of the various age groups were not statis- 
tically significant (calculated X* 1.238. 
P 0.20-0.30 d.f. 1 alpha X* 3.841); 16.2 
per cent of the females in the 18- to 
29-year-old group, 23.6 per cent in the 
30- to 49-year-old group, and 16.6 per 
cent in the 50- to 69-year-old group 
were carriers. Five per cent of the 
males in the 18- to 29-year-old group. 
17.4 per cent in the 30- to 49-year-old 
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group, and 11.1 per cent in the 50- to 
69-year-old group were carriers. 

Comparison of White and Negro Car- 
rier Rates—A comparison of the white 
and Negro carrier rates indicates that 
there is a significant difference between 
the two groups (females and race cal- 
culated X? 6.859 P<0.01 d.f. 1 alpha 
X? 3.841; males and race calculated X* 
20.51 P<0.01 d.f. 1 alpha X* 3.841). 
The white population carry coagulase- 
positive staphylococci two and one-half 
times more frequently than do the Negro 
population, This observation is similar 
to that reported by Findlay and Abra- 
hams (1946) in West Africa, who found 
the Negro rate to be 16 per cent less 
than the white race. 

An explanation of the differences in 
carrier rates involves consideration of 
a multiplicity of factors. Although the 
physical and chemical environment of 
the individual exerts the greatest influ- 
ence with regard to normal flora, the 
possibility exists that subtle anatomic 
and physiologic differences may also be 
of some importance. The normal re- 
sistance of the upper respiratory mucosa 
has been attributed to a number of 
these factors. The protective action of 
ciliary motion, the mucous film, the 
phagocytic cells, and lymphatic drainage 
have been investigated. Carrier rates 
then, conceivably, could be reflections 
of the relative efficiency of these protec- 


Table 5—The Distribution of Carriers of 
Coagulase-Positive Micrococci in Adult 
Negro Females and Males with Respect 
to Age ° 


Females Males 
Per cent 
Carriers 


Age Number 
Group Examined 


Number 
Examined 


Per cent 
Carriers 


18-29 16.2 40 5.0 
30-49 23.6 17.4 
50-69 16.6 11.1 


Total 19.5 9.7 
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tive factors in different groups. If the 
mucous film is thicker in one group, 
if ciliary motion is more efficient, if the 
pH of the nasal secretion is lower, or 
if lymphatic drainage is more efficient, 
differences in carrier rates might occur. 
A study of these factors in white and 
Negro groups should be rewarding. Not 
only would nasal colonization by staphy- 
lococci: be better understood, but some 
insight into the epidemiology and_ path- 
ology of other respiratory infections 
might also be obtained. Studies of mixed 
nasal flora should also be attempted. It 
has become increasingly evident that 
the interaction of organisms in a mixed 
flora is of considerable importance. 
Straker, et al. (1939) found that there 
tendency for pneumococci and 
meningococci to be associated in the 


is a 
nasopharynx. If a person carries one 
of these organisms, he probably carries 
the other. They also found a relation- 
ship between the presence of pneumo- 
cocci and Hemophilus influenza, 
though this was not striking. 

Year and 
Epidemiologists are in agreement 


Seasons of the Carrier 
Rates 
that a number of contagious diseases 
show decided seasonal variations in in- 
cidence and that respiratory infections 
reach their highest incidence during the 
cold damp months of the year, while 
enteric infections are commonest during 
the warmer months (Aycock, et al., 
1915). The investigations of Straker 
and her co-workers (1939) have shown 
that pneumococci and influenza bacilli 
are isolated from the nasopharynx more 
frequently during cold weather than dur- 
ing the hot, dry spells. 

An attempt was made to demonstrate 
a relationship between season and the 
incidence of carriers of coagulase-posi- 


tive staphylococci. As seen in the data 


of Table 6, the white carrier rate shows 
The carrier rate 
was 37 per cent during the autumn, 40 
during the winter, 38 during the spring, 
and 36 during the summer. 


no seasonal variations. 
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Table 6—The Influence of the Season of 
the Year on White and Negro Carrier 
Rates 


White Individuals Negro Individuals 


Number Per cent Number Per cent 
Season Examined Carriers Examined Carriers 
Autumn 71 37 54 9 
Winter 32 10 30 13 
Spring 172 38 49 26 
Summer 135 36 24 8 


The Negro carrier rate, at first glance, 
appears to show considerable seasonal 
variation; with an autumnal rate of 9 
per cent, a winter rate of 13, a vernal 
rate of 26, and a summer rate of 8. 
These variations, however, are not in- 
dicative of the true situation as the rates 
are uncorrected for sex. 

Statistical evaluation of these data 
(chi-square method of analysis) shows 
that there are no significant seasonal 
variations in carrier rates of white and 
Negro, males and females. The apparent 
deviation in Table 6 is a reflection of 
the difference in carrier rates of Negro 
males as opposed to females (note pre- 
vious Table 5). 


Discussion of the Survey 


If valid conclusions are to be drawn 
from epidemiological studies, the sam- 
ples must be representative of the popu- 
lation under consideration. Ideally, the 
condition of representation is best met 
by the extensive random sampling of a 
population having a single set of parame- 
ters. The sample populations with which 
investigators deal, however. are usually 
heterogeneous, and several sets of pa- 
rameters are necessary to describe them. 
Likewise, the number of individuals 
available for sampling are usually lim- 
ited. 

Consequently, for a valid comparison 
and evaluation of coagulase-positive 
staphylococcal carrier rates with those 
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of other investigators, it is essential that 
isolating media of the same efficiency 
be employed and that the carrier rates 
be specified by race. 


Summary 


1. A comparison of several isolating 


media routinely used for the primary 
isolation of Staphylococcus aureus was 
made prior to the initiation of nasal 
carrier rate studies. 


a. 


the distribution 


Rabbit Blood Agar was found to be inade- 
quate as a differential isolating medium. 
There was poor correlation between he- 
molysis on this agar and coagulase produc- 
tion. 

Sheep Blood Agar, on the other hand, was 
found to be an efficient medium for the 
primary isolation of coagulase-positive 
staphylococci. A high correlation was found 
to exist between alpha hemolysis on Sheep 
Blood Agar and the production of coagu- 
lase. 

A selective isolating medium, Lactose Salt 
Agar. was used in conjunction with the 
blood agar to inhibit nasal flora other than 
the staphylococci. 


2. Some of the factors involved in 
of coagulase-positive 


staphylococci in a normal. unconfined 


population were investigated. 


The in- 


fluence of race, sex, age, and season of 
the year on the nasal carriage of S. 


aureus was determined. 


The following 


relationships were noted: 


a. 


Thirty-seven per cent of the 147 white 
females and 38 per cent of the 271 white 
males were found to be carriers. 

Twenty per cent of the 87 Negro females 
and 10 per cent of the 72 Negro males 
carried coagulase-positive staphylococci. 
Statistical evaluation of the data indicated 
that nasal carriage of S. aureus was asso- 
ciated with race. 

No significant relationship could be shown 
between carrier rate and sex, age, or sea- 
son. 
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Institute, Buffalo, N. Y. Dr. Baldwin, Dr. Rheins, and Dr. Weiser are asso- 
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Ohio. 


Key Staff Moves in Public Health Service 


The following staff changes in the Public Health Service will become effective 
July 1: 

David FE. Price. M.D... Dr.P.H.. now chief of the Bureau of State Services. will 
hecome deputy director of the National Institutes of Health, a position which has 
heen vacant since the retirement of Cassius J. Van Slyke, M.D., last December. 
Theodore J. Bauer, M.D.. present deputy chief of the Bureau of State Services. will 
succeed Dr, Price as bureau chief. Kenneth M. Endicott, M.D.. now an associate 
director of the National Institutes of Health. will be director of the National Cancer 
Institute. succeeding John R. Heller, M.D.. who has been granted leave by the Service 
to aecept the presidency of the Memorial Sloan-Kettering Cancer Center in New York 
City. 
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The development of community mental health programs requires attention 


to groups that have hitherto been largely neglected. In this paper, the 


author focuses on the service that child guidance clinics can furnish 


to defective children and their families. 


THE DEFECTIVE CHILD, HIS FAMILY, AND THE USE 
OF A CHILD GUIDANCE CLINIC 


John A. Boston. Jr. M.D. 


oe GUIDANCE CLINICS face the con- 
tinual problem of dealing with pres- 
sure from their waiting lists. The amount 
of time involved in each case is large, 
and the nature of the duties limit the 
number of interviews per day between 
any staff member and the people served 
by the clinic. We live in an era where 
there is increasing acceptance for par- 
ents using such services. Thorough 
screening of cases must be done by child 
guidance clinics, and, as a matter of 
policy, many child guidance clinics do 
not serve children known in advance 
to be defective or brain damaged. Clinics 
do this because they feel that time can 
be more profitably spent on other cases. 
My own experience has been that many 
of these families are greatly in need of 
service from the team approach of a 
child guidance clinic; the resultant bene- 
fit may be equal to that in many of the 
neurotic situations commonly accepted. 
Sound intake policy in a child guidance 
clinic dictates that services which can 
be provided by some other facility in 
the community not be offered. It is 
my contention that the child guidance 
clinic has a service to offer which is 
unique in these situations and which is 
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greatly needed in some families contain- 
ing children who are defective or brain- 
damaged. 


Children Involved 


These children are typically in the 
intermediate or high-grade defective 
range. Usually they have had the bene- 
fit of diagnosis by the general practi- 
tioner, pediatrician, and perhaps intel- 
ligence testing by a psychologist. They 
may have had casework for their parents 
through a family agency, a school social 
worker, or a social worker attached to a 
cerebral palsy center or a center for 
retarded children. A_ psychiatrist may 
have been consulted. 

Despite such services, many families 
coming to the child guidance clinic had 
considerable unsolved problems, both 
for the parents and for the child. The 
child guidance clinic could provide 
direct casework to the parents, as well 
as testing and psychiatric study through 
a collaborative approach. Through such 
efforts, typically involving from 15 to 
30 hours of staff time per case, there 
were various benefits to the child and 
the family. 
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Parental Problem 


Parents, as noted by Sarason.’* tend 
to have very vivid and intense feelings 
regarding the deficit in the child. Very 
often, they have been unable to share 
with others the intensity of this feeling. 
Thirty hours of psychotherapy with one 
mother of a defective child revealed that 
she was an individual with little respect 
for or acceptance of herself. This atti- 
tude had its reots in and stemmed from 
her own childhood. Prior to therapy, 
she saw her defective child as the pub- 
lic and tangible evidence of her limita- 
tions. As she accepted herself, she came 
to accept the child. 

The most typical emotion in these 
parents Was one of depression. Depres- 
sion seems generally related to feelings 
At times 
such guilt was connected with an un- 


of guilt in regard to the child. 


conscious rejection of the child or a 
feeling of somehow having been respon- 
sible for the deficit. 


Case 1—Joyee is a retarded child of pre- 
school age in the intermediate range of men- 
The parents have been all too 
ready to supply data trying to establish that 
her problem is psychological and produced by 


tal deficiency. 


their neglect as parents. Their guilt over this 
has prevented their furnishing consistent dis- 
cipline so that Joyee could adjust to the limit 
of her intellectual ability. 

Both parents habitually appear dejected and 
seem to get little satisfaction from life. Joyce 
is the center of their efforts and feelings. 


The Guidance Center could emphasize 
the diagnosis of mental deficiency, em- 
phasize Joyce’s need for discipline, and 
point out to the parents the depression 
which each suffered. Previous medical 
and psychological reports were contra- 
dictory. Previous casework at the com- 
munity center for retarded children was 
hampered by the fact that these parents 
were the people to whom the worker was 
responsible in her job at that center. 
Accurate evaluation required casework 
interviews for the parents and psycho- 
logical testing. neurological examination. 


and psychiatric interviews for the child. 
All of these were done in collaboration 
at the child guidance clinic. 


Case 2—A child with epilepsy and mental 
deficiency in the intermediate range had ap- 
proximately a dozen separate diagnostic evalu- 
ations in a variety of facilities. The child's 
problem had become very difficult in terms 
of home adjustment. Although troubled by 
the problem of caring for her, the parents 
could not bring themselves to place her in 
an institution nor truly recognize her limita- 
tions. Their indeterminate actions and un- 
comfortable emotions led them to seek re- 
peated evaluation without responding to any 
recommendations given them. Only after per- 
sistent professional effort could they reveal 
that the father had driven the truck which 
produced the child’s head injury, while the 
mother stood nearby. 


{4 common pattern, too, is for the 


parents to repress the knowledge that 
the child is defective. 
this despite repeated testing and diagno- 


They might do 


individuals. They 
would have been given such a diagnosis 


without the opportunity to work through 


sis by competent 


the feelings aroused and thus integrate 
the knowledge into their personality 
structures. 


Case 3—A_ professional mother asked a 
psychologist friend to test her defective child. 
The psychologist reported mental deficiency. 
The mother decided that her friend was not 
a competent psychologist. This surprised her 
a little because, prior to this, she had always 
considered him professionally skillful. 

Case 4—A mother was carefully informed 
of test findings but without working through 
the emotional impact of having her fears con- 
firmed. She saw the toys used in testing: 
decided to herself that the test was unfair, in 
that her child had not seen such toys; and 
spent the rest of the day shopping for such 
toys for the child. 


Somewhat less common was a tend- 
ency to overexpectation of the child. 
Frequently a demanding situation was 
produced for the child, which led to 
the child being less effective than he 
actually could be; such children some- 
times developed a secondary neurotic 


problem. Disclosure by the child of a 
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neurotic problem to the psychiatrist was 
a startling thing to some of these parents. 

Case 5 — Tommy is a ten-year-old who 
showed hyperactivity as well as mental de- 
ficiency in the high-grade range. Clinic eval- 
uation showed phobias, obsessions, and depres- 
sion of which the parents were not aware. 
His neurotic defenses seemed distinctly related 
to parental pressure to do more than he was 
able. 


Lastly, parents seemed to have real 
difficulties in dealing with a child who 
might be defective. Such parents came 
to feel that all disciplinary approaches 
were ruled out because of the child’s 
limitation and that, in turn, they were 
robbed of a means of controlling be- 
havior in the child. The child’s defect 
posed the same problem that a physical 
illness, such as rheumatic heart disease, 
might impose, and the parents became 
highly protective. 


Clinic Approach 


For the children, psychological testing 
was helpful, in that it was individually 
given typically employing a battery of 
tests. It was usually more extensive 
than previous testing had been, and 
was done in collaboration. In general, the 
testing could give parents a more accu- 
rate picture of their child’s functioning, 
along with the opportunity to share their 
feelings about this and help them to ac- 
cept what the level of limitation was. 
In addition, such things as visual motor 
disturbance or disturbances in coordina- 
tion could be described, with recom- 
mendations that might be helpful in such 
disturbance. Testing helped to sort out 
any limitation which was on a negativis- 
tic behavioral basis as distinct from a 
limitation due to defect in intelligence. 
Testing could also help to outline any 
neurotic disturbance which might be 
present. 

Psychiatric interviews for the child 
provided an opportunity for the obser- 
vation of neurological defect; a neuro- 


JUNE, 1960 


CHILD GUIDANCE CLINICS 


logical examination could be made by 
the same individual who did the psychi- 
atric evaluation. The child sometimes 
got direct help through contact with an 
adult who would see value in the 
defensive maneuvers that the child 
might evolve. The boy who is men- 
tioned in Case 5 had established a pho- 
bic defense against his own anxiety. He 
wanted a bow and arrow for his birth- 
day for the purpose of defending him- 
self against “a man who would choke 
him to death.” The parents had not 
considered that the child felt this 
strongly about the pressure they placed 
upon him to perform, and they shed 
tears when this was called to their atten- 
tion. 

At times the psychiatrist could indi- 
cate which elements in behavior were 
on an organic brain-damage basis and 
which were on other bases, particularly 
when these points were clarified by psy- 
chological and casework evidence. 

A child guidance clinic is well 
equipped to distinguish what is not men- 
tal deficiency or brain damage per se, 
for instance, to discover a child that is 
autistic or has some other disorder. Sev- 
eral autistic children have been seen who 
had been diagnosed at a glance as defec- 
tive or brain-injured by pediatricians. 
Personality and character assets seen 
psychiatrically could be pointed out to 
the parents in order to encourage their 
acceptance of their limited children. 

Casework provided valuable diagnos- 
tic material and a direct opportunity to 
work through some of the situations de- 
scribed above on the part of the parents. 
Many of these parents had consciously 
avoided consideration of the child’s fu- 
ture when they themselves might no 
longer be able to care for him. Case- 
work could help them at least face up 
to the need for some plan in this area. 
For many of these parents, simply get- 
ting a feeling of acceptance from a pro- 
fessional person was in marked con- 
trast to the hurt feelings and the kind 
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of upset which they had out of some 
of their professional contacts. Find- 
ings of such professional contacts were 
the prime element in these upset feelings, 
rather than the actions of the profes- 
sional people. All these children were 
in families where parenthood was made 
especially difficult and complicated, as 
well as often less satisfying; the parents 
could get direct help with such a task 
through casework interviews. 


Results 


Unfortunately, there are no units of 
measure of the success of outpatient 
In general. 
there seemed considerable gratitude on 


psychiatric clinic services. 


the part of the parents and, to some ex- 
tent. from the children. By contrast. 
many of the nonorganically impaired 
children seen in a child guidance clinic, 
despite any screening procedure, yield 
Compari- 
son of such cases suggests that child 


negative therapeutic results. 


guidance clinies should not rigidly ex- 
clude children known to be mentally 
defective or brain injured when certain 


criteria are taken into consideration. To 
rule out such a child is to view a child 
and his family as being thoroughly de- 


scribed by the IQ of the child. 


Summary 


Child guidance clinics, through the 
collaborative effort of caseworker, psy- 
chologist and psychiatrist, can furnish 
a unique service to certain defective 
children and their families. Indication 
for such a service is (1) the nature of 
the limitation is not realistically accepted 
by the parents; (2) the parents are un- 
able to respond to the child’s limitations 
due to guilt, hostility, repression, sup- 
pression or other defenses; (3) there is 
a differential diagnosis involving such 
things as childhood schizophrenia; or 
(1) there are secondary neurotic prob- 
lems in the child which limit his per- 
formance above and beyond the limita- 
tions of the organic defect. 
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Epidemiologic studies of certain problems require the employment of 


methods to study dietary intake over longer or shorter periods. The 


strengths and weaknesses of such methods are thoroughly analyzed 


in this article, and suggestions for improvement and further 


studies of validity and reliability are made. 


METHODOLOGY FOR DIETARY STUDIES IN EPIDEMI- 


OLOGICAL SURVEYS. 


II—STRENGTHS AND 


WEAKNESSES OF EXISTING METHODS 


Charlotte M. Young, Ph.D., F.A.P.H.A., and Martha F. Trulson, D.Sc., F.A.P.H.A, 


W' DEAL IN THIS PAPER with the 
strengths and weaknesses of exist- 


ing methods of dietary 
especially as related to epidemiological 


investigation, 


studies. This discussion is centered about 
the decisions which must be made in 
undertaking the dietary portion of an 
epidemiological study, and reviews some 
of the literature which may influence 
decisions. We also consider some of 
the literature related to the validity 
of dietary data. By validity we mean 
the ability of a dietary method to 
measure what the investigator wishes 
to describe. Is the information collected 
and processed a true index of what 
the individual was eating at the time 
in which the investigator is interested? 
The following paper is concerned with 
the reliability of existing dietary 
methods, that is, the error variation 
in collecting and dietary 
data. How accurate are the data; what 
and how much error is involved? A 
major defect in the collection and proc- 
essing of dietary data for any purpose 
lies in the inability to make precise or 
even approximate statements concerning 


processing 
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the validity and reliability of the various 
procedures in current usage. There are 
probably more data concerning relia- 
bility than validity. Until more infor- 
mation is available it is difficult to 
estimate the value of dietary appraisal 
in epidemiological studies. The remarks 
which follow lean heavily on a Report 
of the Diet Methodology Committee! 
prepared for the Conference on Method- 
ology in Epidemiological Studies of 
Cardiovascular Disease to which the 
whole committee contributed and which 
is being published by the American 
Heart Association and the National 
Heart Institute, U. S. Public Health 
Service. 

What do we know with regard to 
dietary methodology in epidemiological 
studies? We have learned that in any 
proposed epidemiological study the ob- 
jectives must be clearly defined. for 
the objectives determine the methods 
to be employed both for obtaining and 
processing the dietary data. On the basis 
of the specific objectives many deci- 
sions must be made. To make dietary 
information meaningful certain minimal 
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basic facts about the subject must be 
obtained, such as: age, sex, occupation, 
activity, height, weight history, and so 
forth. The specific items may vary with 
the hypotheses to be tested. All aux- 
iliary data needed in the interpretation 
of the dietary data should be anticipated 
and obtained at the time when the 
data are collected. 

Another accomplishment in the field 
of dietary methodology in the past 
decade has been the realization of the 
need for a clear-cut distinction between 
methods used for obtaining the average 
intake of a group and the intake of a 
specific individual, The dietary method- 
ology studies of the Northeast Regional 
Cooperative Group.? as well as_ those 
of others, have emphasized the need 
to do so. The much smaller cost in 
time, money, and cooperation required 
to obtain the mean intake of a group 
has been demonstrated; there has been 
an increasing realization of the time, 
cost, cooperation, and degree of pre- 
cision necessary to obtain a picture of 
the intake of an individual. In this 
presentation we are concerned primarily 
with methods for obtaining data on 
individual food consumption and dietary 
habits, acknowledging that group means, 
national food disappearance statistics* 
(USDA, 1957), nutrients in family food 
suppliest (USDA, 1955), and family 
food patterns? (USDA, 1955) also pre- 
vide important information. 

If interest is in individual dietary 
data, what other decisions must be 
made? They fall into two general cate- 
gories: (1) those concerned with the 
collection of the dietary data; (2) those 
concerned with the processing and inter- 
pretation of the data. Let us consider 
the first category, the collection of data. 
The decisions center around the time 
period to be covered; the timing of 
the recording process; the methods to 
be used in determining amounts of 
foods; and the informant. 

What shall be the time span involved 
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in the dietary study? Do we wish the 
current intake, the immediately past 
intake for a fixed period, the usual 
or characteristic intake over an ex- 
tended period in the past, or a com. 
bination of these? 

In what kind of dietary information 
are we interested? In what terms do 
we wish it expressed? Nutrients? If 
so. which ones? Foods? If so, in 
which are we interested? Are we con- 
cerned with quantitative aspects, or 
merely the presence or absence of cer- 
tain foods in the diet? Is it a food 
pattern in which we are interested? 
Are we concerned with food habit in- 
formation such a& the time, place, and 
circumstances of eating; with whom: 
the regularity; food patterns; season- 
ing; waste; or peculiarities of prepara- 
tion and service, and so on? 

What methods will be used for collect- 
ing data? These will depend on time 
considerations. Obviously past intake 
will have to be by means of recall: 
current intake presumably would be by 
record but could be by recall. 

How will amounts be reported? By 
weight, by household measures, by esti- 
mations of size or portions, or merely 
by the frequency with which some item 
was eaten? 

From whom shall the information be 
obtained, i.e., who will be the respond- 
ent? Should it be the subject himself. 
some person responsible for the subject’s 
food, both, or an observer? If a current 
record is being made, who will record 
the information or sample and collect 
the food? The informant, a trained 
interviewer, a nutritionist or other pro- 
fessional person in food, nutrition, or 
closely related field, or other persons 
knowledgeable about food? 

Closely tied to these decisions is 
another one particularly important in 
considering validity and _ reliability. 
Should the subject be aware that he 
is to be questioned or observed or not? 
Obviously if the respondent is the per- 
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son being studied and he is recording 
his current intake at a specific time, 
he is aware. If one wants a valid index 
of usual food intake, many feel this can 
best be obtained if the subject is un- 
aware of being observed and hence may 
not modify his food intake. On the 
other hand from a reliability standpoint, 
if a person is later to be queried regard- 
ing his food intake, it would be better 
for him to be aware that he will be 
asked, since the evidence indicates that 
there is greater accuracy when the sub- 
ject has been alerted so that he is aware 
of what he eats. Sometimes fulfilling 
the requirements of both validity and 
reliability may be difficult in epidemi- 
ological studies. If we want the greatest 
reliability in what a subject is actually 
eating. we may have to sacrifice the usual 
eating pattern. Often the usual pattern 
may be the most valid one for our 
objective. It may be extremely difficult 
to get both accuracy and the usual 
picture. In some cases, a compromise 
is necessary so as to obtain data with 
such a degree of accuracy as is consist- 
ent with the maintenance of the usual 
dietary pattern over a specified period 
of time. 

A further decision with regard to 
time involves the question whether we 
wish current or past dietary intake, 
and how long a period we wish the 
data to cover. One day, a week, a 
month, or longer? 

Thus, these factors must be carefully 
considered in relation to the stated ob- 
jective before a decision is made con- 
cerning the method to be used in collect- 
ing dietary data. There are several 
methods which are most commonly used 
or most reasonably considered for epi- 
demiological studies. A choice among 
them will be in terms of the decisions 
reached concerning the preceding ques- 
tions. The methods are: 

1. Intake at specific meals recorded concur- 


rently by means of: 
(a) weights, 
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(b) household measures, or 

(c) estimates of quantity of specific foods. 

Intake at specific meals recorded by recall 

in terms of: 

(a) estimates of quantity of a specific food, 
or 

(b) frequency of occurrence of food item. 

Current usual intake recorded by recall in 

terms of 

(a) estimates of quantity of specific foods, 
or 

(b) frequency of occurrence of food items. 

Past intake over specific period recorded by 

recall in terms of estimates of quantity of 

specific foods. 

Past changes in intake recorded by recall 

in terms of frequency of occurrence of food 

items. 


Decisions must still be made within 
each method with regard to such items 
as respondent and period of time to be 


covered. Choice also must be based 
on certain practical considerations; num- 
ber of subjects to be included, the 
willingness and ability of the subject 
to cooperate, the time required per 
subject, cost, the kind of interview to 
be used, whether trained interviewers 
are necessary, on the availability of 
these interviewers, and others. In epi- 
demiological studies which may involve 
sizable numbers the importance of the 
practical factors must be emphasized. 

Concurrent dietary data can be re- 
corded by the subject, a person respon- 
sible for the subject’s food, or by a 
trained observer. The recall method 
may be either by an interviewer or 
by self-administered questionnaire. 
There are limitations in all of the 
methods, the greatest being the limita- 
tion of human error, which is most 
difficult to estimate. The cooperation of 
the subject is necessary to obtain reli- 
able data; he must thoroughly under- 
stand what information is needed for 
the study; he must be factual in his 
recalling and recording. The stress or 
apprehension from the survey itself may 
bring about a change in the subject’s 
dietary practices or in what he reports, 
causing him to give misinformation. 
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He may alter his intake to conform 
to his concept of what he should be 
eating. If the subject is receiving pub- 
lic financial assistance he may report 
less or different food than he normally 
eats because he fears his stipend may be 
reduced. In other situations the sub- 
ject may eat “better” or report eating 
“better” than he usually does to impress 
the workers. All these factors effect 
the validity of the information obtained 
in terms of portraying the individual's 
real or usual eating patterns. Other 
factors which may influence the quality 
of data obtained include the directions 
or instructions provided him; the sub- 
jects degree of cooperation; if estima- 
tion is involved, the ability of the 
informant to estimate quantities; if re- 
call is involved, the memory of the 
subject and the skill and training of 
the interviewer are important. The in- 
terviewer must be able to establish 
rapport with the subject. He must 
have knowledge of the cultural and 
socioeconomic factors operating in the 
community and speak the language or 
have a very competent interpreter. The 
interviewer must go through a thorough 
training period which will include all 
aspects of the collection and treatment 
of the data. If recall is to be accom- 
plished by means of a self-administered 
questionnaire, the adequacy of the ques- 
tionnaire for the particular purpose and 
under circumstances comparable to those 
in which it is to be used should be 
established by pretest. The variability 
of food intake and eating patterns over 
relatively short periods of time. over 
seasons, and over long spans of time 
are important factors to be considered 
in choice of method, particularly in 
epidemiological studies. The variability 
of the diet depends upon food supply. 
seasonal changes, and socioeconomic and 
cultural patterns which alter the intake 
of certain foods at specific periods. 
The degree of inherent variability must 
be considered in selecting the time span 


to be covered, as well as its relationship 
to the design of the total study. Arte- 
riosclerotic heart disease and hyperten- 
sion develop over a period of years. 
Ideally the entire past history of nutri- 
tional factors should be assessed. The 
value of dietary studies of the indi- 
vidual’s actual current intakes for short 
periods—one day, one week, or even 
one month—is questionable for most 
epidemiological purposes, unless there 


‘is good indication that the short-term 


studies reflect usual eating patterns of 
the past. 

Decisions must also be reached con- 
cerning the plan for the processing of 
the data or its conversion into units 
of nutrients or foods. The method used 
in the collection of data determines to 
some extent what may be done in the 
way of processing the data. When there 
is concurrent recording of specific meals 
(method 1-a, b, c, above) intake records 
may be converted into specific nutrients 
either by means of chemical analysis 
of samples of the foods or by use of 
tables of food values. When the obser- 


- vation involves recall (methods 2—5). 


nutritive values can be estimated only 
through the food value tables. Depend- 
ing on the objective as well as practical 
considerations, in epidemiological stud- 
ies it may be more desirable to evaluate 
intake records in terms of the use 
of certain foods, combination of foods. 
or even dietary habits. Consideration 
must be given to a determination of the 
method of processing which is appro- 
priate in terms of the data collected and 
in terms of the hypotheses being inves- 
tigated. The costly slavish calculation 
of all nutrients with no specific purpose 
in mind should be avoided. 

These are some of the decisions which 
one must make in planning the dietary 
phase of an epidemiological study of 
disease. What do we know from the 
literature which might serve as a back- 
ground for decision making? The num- 
ber of studies bearing directly on validity 
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and reliability are limited except those 
in which a comparison is made of 
nutritive value as determined by chemi- 
cal analysis and by various means of 
calculation. This question and its litera- 
ture are considered in the following 
paper. Here our attention will be re- 
stricted to studies which bear somewhat 
on validity, either directly or indirectly. 
The line between validity and_relia- 
bility is not always easy to draw; indeed 
the same studies often contain a little 
of each kind of information. 

Before turning to the studies them- 
selves. it is well to indicate that the 
dietary methodological studies which 
have been made to date have been pri- 
marily short-term studies and usually 
concerned with the adequacy of the 
diet—that it, its over-all nutritive value 
relative to some standard. In epidemi- 
ological studies, we are probably more 
concerned with long-term dietary effects 
and certain characteristics of the food 
and/or nutrient intake, than with nutri- 
tive adequacy. It is often difficult to 
define which characteristics are signifi- 
cant, and they actually vary with the 
hypothesis or hypotheses under consid- 
eration. Probably the only method used 
to any extent to review dietary intake 
in retrospect over a period of time 
is the research diet-history method de- 
veloped by Burke® and used extensively 
by her as well as by Beal. Even this 
method does not usually attempt to 
review changes in past diet intakes 
over any appreciable period, except as 
dietary histories are repeated periodi- 
cally in a longitudinal study. Hence 
even this technic is not devoted to 
changes in past intake in retrospect. 

The methodological studies which 
may be related to validity center about 
three main considerations: (1) a com- 
parison of results obtained on the same 
subjects by using various methods of 
obtaining dietary data; (2) a series of 
studies concerned with the length of 
period to be covered by a dietary study 
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(essentially these are concerned with 
variability of an individual’s intake 
over various periods of time); and (3) 
errors involved in estimations of dietary 
intake. Each of the first two groups 
of studies will be considered; the third 
is dealt with in the discussion of the 
reliability question. 

Often comparisons made between 
dietary methods do not give specific 
data on either reliability or validity. 
Several comparisons (Bransby et al., 
1948:7 Morrison. et al., 1949;8 and 
Thomson, 1958°) which do involve re- 
liability data will not be covered in this 
presentation. As long ago as 1942, 
Huenemann and Turner’® reported a 
critical comparison of the results ob- 
tained from the research type of dietary 
histories when cross checked by those 
obtained directly by following ten-to- 
fourteen-day weighed food records for 
25 subjects aged six to sixteen. (When 
calculations based on the two methods 
were compared it was found that no 
history agreed with the dietary record 
within 20 per cent for all constituents. ) 
Dietary histories obtained by the inter- 
viewer method were felt to have little 
quantitative value, and the authors con- 
cluded their use as data in research 
programs involving small numbers of 
cases must be regarded as an extremely 
uncertain procedure. They believed fur- 
ther that in an individualized study 
the food history should be checked by 
a quantitative (weighed) record of food 
intake. The authors believed the chief 
reason for these discrepancies was that 
patients actually did not know what 
or how much they ate. 

Ohlson, et al. (1950)"! studied the 
dietary intake of 18 women, 48 through 
77 years of age, by means of (1) three 
24-hour recall interviews, and (2) ten 
days of unrestricted weighed dietary in- 
take. The apparent mean intake of all 
nutrients was greater when measured by 


the recall diets. 
Young, et al, (1952'*, 1952'*), in 
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dealing with grade school, high school, 
and college students; pregnant women; 
and male industrial workers came to 
conclusions similar to those of Huene- 
mann and Turner. Here, for the mean 
intake of the group the diet history gave 
distinctly higher values than the seven- 
day records and the 24-hour recall for 
all but the college students. The latter 
were primarily home economics students 
living and eating in college dormitories; 
differences in the two methods for them 
were much smaller. However, it was 
impossible to determine what proportion 
of the differences was due to age and 
the type of subject, to eating circum- 
stances. and to the relative skill of 
the interviewers. It was virtually im- 
possible to predict the intake of an 
individual as estimated from a_ seven- 
day record or from his dietary history 
with any practical degree of accuracy. 
For an individual the 24-hour recall 
did not give the same estimate of dietary 
intake as either the seven-day record or 
the dietary history. The methods could 
not be used interchangeably in describ- 
ing the intake of an individual. In 
these studies it should be remembered 
that the subjects had not been previously 
alerted to consciousness of their food 
intake, and the seven-day records were 
kept immediately following the taking 
of the dietary histories. 

To provide more factual evidence on 
variations in the estimate of dietary 
intakes from different survey technics, 
Trulson (1954)* obtained dietary in- 
formation from 37 clinic patients be- 
tween the ages of seven and twelve by 
means of three technics: a seven-day 
record, an interview of usual food prac- 
tices, and an average of three or more 
21-hour recalls. Trulson concluded that 
it is best to use only one method in 
conducting a study. If more than one 
method must be used, the investigator 
should remember that differences in 
food intake figures can arise. She 
stated that there is no proof of one 


method being more reliable than another, 
but she preferred the interview as the 
method of choice for clinical studies 
since it might reveal long-range dietary 
practices. 

In general one must conclude that, 
on an individual basis, results to be 
obtained from one method cannot be 
predicted by another method. With dif- 
ferent methods one is measuring differ- 
ent things. Though comparisons of one 
method with another have been made, 
these comparisons are between methods 
whose accuracy and reliability are not 
known; therefore no conclusions may 
be reached regarding which method is 
the more accurate or reliable (Bureau 
Conference).?° Each investigator in epi- 
demiological studies must decide which 
method appears to give the most valid 
index of what it is about dietary intake 
that he is trying to correlate with 
various aspects of a disease. 

The second group of studies is con- 
cerned with the length of period to be 
covered by the dietary study. Time 
considerations are based essentially on 
the fluctuations of an individual's dietary 
intake over various periods of time. 
For how long a period must one study 
an individual’s intake to have a valid 
picture of his current intake? How valid 
are short-term studies as a reflection of 
longer-term intake? What evidence we 
have comes from studies concerned with 
the nutritive adequacy of diets. 

There are several methods for collect- 
ing data for the study of the nutritive 
value of the diets of various population 
groups. Perhaps the most widely used 
for research purposes has been the 
dietary record, which consists of a de- 
tailed quantitative listing of all foods 
consumed by an individual during a 
given time.” Whenever a dietary record 
has been discussed, there has been con- 
siderable doubt concerning the minimum 
number of days a record must be kept 
to assure valid information. When study- 
ing a given community, the research 
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worker must not only be certain that 
the dietary record covers a_ sufficient 
period of time to furnish an adequate 
picture of nutrient intake, but must also 
avoid prolonging unduly the recording 
period lest interest and cooperation be 
lost. Some workers also feel that an 
extended period of record-keeping de- 
creases the subject’s accuracy in report- 
ing subsequent food intake. Some 
authorities feel that a dietary record cov- 
ering seven consecutive days or 20 con- 
secutive meals is the shortest period of 
time feasible from the standpoint of 
validity:'® however nutrition field units 
which operated under the direction of 
USPHS obtained dietary information 
by the one-day dietary record.’* They 
believed that a larger number of accur- 
ately taken one-day records were as 
useful as a smaller number of seven-day 
records. 

The question of how many days and 
which days of record-keeping are neces- 
sary was one of the earliest problems 
in dietary methodology to receive ob- 
jective attention; yet it still continues 
to be debated today and remains the 
subject of active interest and investiga- 
tion. Young, et al.2 (1952) reviewed 
in some detail contributions made in this 
field prior to 1952. Here only the 
conclusions are mentioned. 

In 1925 Roberts and Waite'® found 
that the weighed food intake of eight 
children in a day nursery varied greatly 
from day to day in a week. They felt 
that the then current assumption that 
a two-day record gave a good estimate 
of the nutritive intake of the child was 
misleading. Again in 1932, Wait and 
Roberts'® offered evidence of the in- 
adequacy of a one-day dietary study 
to give an accurate picture of a child’s 
customary food intake. They concluded 
that a week was to be preferred over 
shorter periods, but that observations 
over still longer periods were necessary 
to determine whether or not the assump- 
tion that a week was a reliable unit for 
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study was warranted. Koehne*® (1935) 
continued work on this point and re- 
enforced the views of Wait and Roberts. 

Leverton and Marsh*! (1939) ap- 
proached the same subject from. still 
another point of view. They were in- 
terested in the possibility of using less 
than one-week periods for balance stud- 
ies with college girls on freely-chosen 
diets. The authors concluded that the 
results of their studies indicated a defi- 
nite and significant variation in food 
intakes for weekdays and for weekends 
when college girls were living on self- 
chosen diets. This stresses the need for 
considering no less than a calendar 
week as the smallest time unit for studies 
of food consumption or metabolism of 
this population group. Gray and Black- 
man** (1947), studying 124 junior and 
senior high school boys and girls from 
two-city two-consolidated rural 
schools, also found that week-end diets 
seemed poorer than those on school 
days, especially for rural children. 
Tinsley** as a result of the study of 
one-week dietary records of school chil- 
dren recommended that if a week of 
record keeping is not practical due to 
dwindling interest on the part of par- 
ticipants, three days probably repre- 
sented the minimum length of time that 
might give a fairly satisfactory picture 
of the food intake of an_ individual. 
She suggested the use of Sunday, Mon- 
day, and Tuesday for school children. 
Chalmers, et al.*4 (1952) investigated 
the question of how many and which 
days should be used in a dietary record 
of junior high school pupils, college 
students, pregnant women, and male 
industrial workers in the Northeastern 
United States. For characterizing a 
group by its mean intake (not the 
usual objective in an epidemiological 
study), a one-day record was found 
to be most efficient when the relative 
importance of the number of days was 
compared to the number of subjects. 
On the average, it was immaterial which 
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day was chosen since no “day effect” 
could be discerned with the exception 
of the college group. However, it was 
recommended before surveying any par- 
ticular group that this conclusion for 
“which day” should not be assumed 
without investigation. On an individual 
basis, the number of days needed for 
a desired degree of precision can be 
determined from a logarithmic graph 
presented, 

Having 


practical considerations 


mind, Eads and Meredith*® (1948) 
made the point that interest in diet 
record-keeping is maintained over a 


short period, and that people make a 
real effort to keep an accurate record 
for one day: however. they tend to 
lose interest and become careless when 
they attempt to keep records for several 
days. No evidence is offered to sub- 
stantiate this point. Trulson*® (1951). 
however, found that the initial day of 
record-keeping had no predictable in- 
fluence. Using 252 seven-day records 
kept by ten- to twelve-vear-olds in two 
schools she studied the variability in 
intake for one-, three-, and seven-day 
periods by means of the standard de- 
viation; the standard deviation was re- 
duced as the number of days studied 
increased up to seven. giving further 
stability to the means. The extent to 
which the standard deviation decreased 
by lengthening the study depended upon 
the food or nutrient under investigation. 
The latter point is of particular signifi- 
cance with regard to choice of method 
for epidemiological studies. In what 
food and/or nutrient is one particularly 
interested? How long a record must 
one have to have a valid index of the 
intake of this nutrient? Regarding the 
point raised by Eads and Meredith 
above, it is the authors’ experience that 
individuals who are careful in keeping 
dietary records are careful throughout; 
just as those who are careless, are 
careless early in the process as well as 
later. 


Eppright. et al.2* (1952) reported 
data on the dietary intake of school 
children in lowa, Kansas, and Ohio. 
Data from both Kansas and lowa in- 
dicated that the analysis of records for 
shorter periods within the week tended 
to be misleading in the direction of 
making dietary conditions seem more 
favorable than accurate. Week-end day 
analyses differed significantly from those 
of weekday records, particularly with 
regard to certain foods and certain 
nutrients. As to the use of seven- or 
three-day records of foods eaten at 
each meal. the quantities consumed 
being estimated in household measures 
by the subjects, and the estimates in 
turn calculated to nutrients. Darby** 
(1917) concluded that this method 
yields useful information on the mean- 
level intakes of a population group. He 
believed it had less value for assessing 
the intake of an individual. 

The studies reviewed so far are short- 
term ones and the subjects predomi- 
nantly children. There have been a 
few attempts to study dietary variation 
over longer periods of time and with 
older subjects. As early as 1945, 
McHenry, et al.** in a study of food 
intake of 31 “normal” individuals with 
scientific training found that the use 
of records of one week as an index 
of dietary adequacy gave results quite 
variable during 12 periods of observa- 
tion (the first week of 12 consecutive 
months). Further examination of the 
data to ascertain the daily variation of 
intake of the various nutrients during 
one week indicated the inaccuracies in- 
curred within a period of less than 
one week. Yudkin®® (1951) study- 
ing the diets consumed by six young 
women for four consecutive weeks, 
found that weekly averages of the caloric 
intake of individuals varied by as much 
as 68 per cent; the fat intake was 
largely responsible. He concluded that 
a dietary survey extending over seven 
days cannot be considered a sufficiently 
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accurate assessment of the average in- 
take of calories or nutrients by an 
individual. Young, et al.*! (1953) 
studied the 28-day dietary records of 18 
adults who ate largely in their own 
homes. The weekly intake of calories 
and of nutrients varied considerably 
with different nutrients and with dif- 
ferent subjects. On a group basis, there 
did not appear to be sufficient variation 
from week to week to warrant more 
than a seven-day record. However, to 
study the intake of an individual it 
appears that for some individuals more 
than a one-week record would be de- 
sirable. On the other hand, in more 
recent work Thomson® (1958) weighed 
the daily food intakes of 220 pregnant 
women and reported that the “profile” 
for the nutrient content of the indi- 
vidual diet appeared to retain its main 
characteristics in two widely-separated 
weeks. Konishi, et al.** (1957) studied 
variability in dietary intakes of 98 
soldiers over a 28-day period under an 
ad libitum eating regimen. Though 
figures for individuals are not given, 
even the mean figures from week to 
week for calories, protein, fat, and car- 
bohydrate show considerable variation. 

Chappell®* (1955) reported the one 
study of dietary intake which extended 
over a really long period of time in- 
volving only one subject. She weighed 
her own food every day for more than 
a year. She concluded that observation 
periods longer than one week have 
little advantage over shorter ones, 
if only an average estimate of nutrients 
is desired. A more accurate estimate 
could be obtained from three weekly 
averages of weighings chosen seasonally 
throughout the year. 

Seasonal differences in dietary intake 
have been reported in some studies. 
If such differences exist, then the food 
intake for a week at any one time may 
not be taken to represent year-round 
food intake. There is no fixed pattern of 
variation. Differences have been pre- 
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sumed to be greater in rural than in 
urban areas. The degree of variation 
differs for various nutrients and for 
various food groups. Locality, food 
habits, and availability of food deter- 
mine to a large extent whether seasonal 
differences exist. In New York State, 
for school children from localities of 
750, 13,000, and 20,000 population, re- 
spectively, studied at two seasons of the 
year by Young, et al.** (1951), no 
significant differences were found be- 
tween fall and spring intakes of the 
majority of the nutrients even in the 
more rural communities. 

There is a paucity of published data 
on methods of studying long-range eat- 
ing patterns. Trulson and McCann*® 
(1959) studied the patterns of 39 Ital- 
ian-American male factory workers 
using a research-history method and re- 
peated it after a two-year interval. The 
mean intakes of the group for calories, 
protein, and fat as estimated from the 
two surveys did not differ significantly, 
but there was considerable individual 
variation. Coefficients of correlation be- 
tween the two surveys for reported pro- 
tein, fat, and carbohydrate were ap- 
proximately 0.5. The error in the 
method, change in food supplies, eco- 
nomic status, occupation, and so forth, 
could have contributed to these differ- 
ences. There were questions regarding 
the suitability of the interview as a 
means of obtaining long-range eating 
patterns for this particular population. 

Marr, et al.® (1959) examined the 
dietary records of middle-aged male 
British bank officers obtained by weigh- 
ing of food for two periods. The second 
period was selected to coincide as nearly 
as possible to six months after the first 
period, thus testing seasonal variation 
as well as validation. There appeared 
to be considerable stability in the nu- 
tritional habits of these men during this 
six-month period when viewed on a 
mean basis. The correlation coefficients 
for several nutrients between the two 
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0.87, with all 
but grams protein being 0.8 or greater. 
Obviously, there is need for more long- 
range studies, and the data need to be 


individual 


periods were from 0.72 


viewed on an basis with 
respect to variability of intake. 

Another very practical consideration 
which needs further study is the matter 
of time and costs involved in dietary 
In the files of previous 
investigators there must be much of in- 
terest concerning this question. From 
the studies outlined by the first speaker, 
much valuable information on the time 


investigations. 


and costs involved in the dietary studies 
should be extracted and made available 
Probably one 


to future investigators. 


would be stunned at the costs involved. 
Information such as the following is 
very useful. In a study of business 
and professional men in Minneapolis and 
St. Paul in 1953 and 1954 the following 
estimates were made of time costs :** 

Hours Per 
Schedule 


Collecting data (ineluding training 
school and travel time) * 

Editing. coding, and summarizing 
data on food intaket 

Hand calculating nutritive values 
(including additions aver- 


+ 
ages}? 


lotal 34 


nutritionists and home economists experienced in 


ies of collecting dietary information and skillful in 


These estimates were based on the 
first 67 records that were processed. It 
would be extremely helpful to have this 
kind of information from other studies 
and studies using other methods. 
Another practical 
directed toward the 


consideration — is 
development of 
methods which can be used by rela- 
tively untrained and inexperienced in- 
terviewers or by non-nutritionists. The 
pool of professional resource is obvi- 
ously a limiting factor in any large 
study. It might better be used in 
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working with statistical personnel to 
develop technics which non-nutritional 
personnel may administer. 


Summary 


From these studies dealing largely 
with methods used in evaluating the 
adequacy of dietary intake, what has 
been learned which is of use in epi- 
demiological studies where dietary in- 
take is to be related to disease? We 
have certainly learned that the best 
method to be used depends on the 
objective of the study and the hypo- 
thesis to be tested. There ‘is a need 
for greater clarification in defining over- 
all objectives and then fitting the di- 
etary method to the objective. One of 
the accomplishments during the past 
decade with respect to dietary meth- 
odology studies has been to point up 
the contrast in methods which are ade- 
quate to give mean intakes of groups 
with those which are necessary if one 
is interested in data for an individual. 
In epidemiological studies of coronary 
artery disease there is more interest 
in individual data. A major defect in 
the collecting and processing of dietary 
data lies in our inability to make pre- 
cise or even approximate statements 
concerning the validity and _ reliability 
of the various procedures in current 
use. Studies which have been done 
in these areas have been largely on a 
short-term basis dealing with current 
intake. The subjects have most often 
been children or young people. Until 
more information on validity and _re- 
liability is available, it is difficult to 
evaluate the usefulness of dietary ap- 
praisal in epidemiological studies. For 
every dietary study undertaken. consid- 
eration should be given to establishing 
reliability for each step in the collection 
and processing of dietary information. 
In addition to reliability, that is, the 
error variation in methods of collecting 
and processing dietary data, the validity 
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of a method is an important criterion 
of its usefulness. The validity of the 
method will be judged by the extent 
to which the results are a true measure 
of what the investigator wishes to de- 
scribe. In other words, do the data 
obtained answer the question that is 
asked or satisfy the purposes of the 
investigator? The primary problem is 
to evaluate how accurately any method 
of collecting information measures di- 
etary intake. On the other hand, reliable 
data for any specific periods such as 
a week or two may not be a valid 
measure of the characteristic diet of an 
individual over longer periods of time. 

It is obvious that we need more 
studies on the validity of dietary methods 
which may be suitable for epidemio- 
logical studies. These should include 
more studies on the variations of dietary 
intake between members of a group and 
of the intakes of individuals over rela- 
tively long periods of time. Intensive 
studies of validity would probably be 
undertaken under specialized conditions 
and would therefore leave some doubt 
as to the extent to which the findings 
should be generalized to epidemiological 
field study conditions or to various popu- 
lations. Consequently attention should 
be given to the possibility of incor- 
porating at least modest attempts to 
test methods whenever they are used in 
epidemiological studies. 

It is obvious that there is a need 
for new approaches to methods of ob- 
taining data on food consumption and 
dietary patterns that can be used in 
epidemiological studies. The Commit- 
tee on Methodology has made such 
recommendations as well as other recom- 
mendations which bear on the total 
problem. 
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World-Wide Exchange on Nutrition 


The International Union of Nutritional Sciences, the American Institute of Nutri- 
tion, and the UL. S. National Committee for the International Union of Nutritional 
Sciences will hold the Fifth International Congress on Nutrition in Washington, D. C., 
September 1-7, 1960. The congress will provide for “the most important exchange 
of knowledge in recent years on current nutrition research.” 

A main feature of the scientific program is an all-day symposium on “World 
Food Needs and Food Resources,” on September 6, covering: (1) The world’s 
increasing population, (2) food problems resulting from increasing population, 
(3) soil resources of the world, (4) water resources of the world, (5) increasing 
world production and distribution of food, (6) major nutrition problems today, 
(7) socioeconomic factors that limit needed production and consumption. (8) the 
prospect of meeting protein needs, and (9) food and protection of public health. 

Simultaneous translation into English, Spanish, French, and German will be 
provided at the scientific sessions. Additional information from Milton O. Lee. 
General Secretary, 9650 Wisconsin Avenue, Washington 14, D. C. 
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This report compares the results obtained by two methods of processing 


dietary data, by laboratory analysis, and by calculation of calories, 


protein, and fat from reports dealing with weighed food intake. 


The results are compared with studies obtained 


from the literature. 


RELIABILITY OF DIETARY APPRAISAL: COMPARISONS 
BETWEEN LABORATORY ANALYSIS AND 
CALCULATION FROM TABLES OF 


FOOD VALUES 


Marjorie Grant Whiting, D.Sc., and Ruth M. Leverton, Ph.D. 


A A PART OF epidemiological studies, 
the purpose of dietary appraisal is 
to make a judgment about food con- 
sumption in terms that will permit com- 
parison of food intakes either for differ- 
ent periods or for different individuals. 


This paper continues the discussion 
started in the preceding paper, but 
focuses upon the reliability or the re- 
producibility of certain procedures. Can 
one investigator repeat a procedure used 
by another in a similar situation and 
obtain similar results? What variation 
can be expected within a particular pro- 
cedure? What can be expected with 
different procedures ? 

It is convenient to consider the pro- 
cedures of a dietary survey in two suc- 
cessive steps: (1) collecting the diet 
information; and (2) processing that 
information. It is our intent, with ex- 
amples in which the method of collecting 
diet data is held constant, to consider 
some of the sources of variation inherent 
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in methods for processing data. The 
studies which provide the basis for this 
discussion are taken from the literature 
published in the English language. Com- 
parisons will be limited to the values for 
energy, protein, and fat. 

There are several technics for approxi- 
mating food intake, but, without ques- 
tion, the precise weighing of each item 
provides the most accurate information 
about the quantity consumed. All data 
used for the comparisons to follow are 
obtained from weighed intake. 

Following the weighing of the food 
eaten, energy and nutrient content can 
be determined by two distinctly different 
methods: (1) laboratory analysis either 
of individual foods or of prepared ali- 
quots of the foods; or (2) calculation 
from tables of food composition. The 
first method is generally recognized as 
appropriate for controlled experimental 
work, the other has potential for adapta- 
tion to field epidemiological studies. 
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Laboratory Analysis 


When laboratory analysis of food is 
to be made, samples representing food 
eaten must be obtained and carefully 
preserved, Collection of the material 
from subjects and the special handling 
of samples mean that a relatively small 
number of studies can be managed by 
one person at any one time. 

The chemist can provide an estimate 
of the range of variation to be expected 
from laboratory analysis. Comparisons 
of results for each nutrient against an 
internal standard of known concentra- 
tion. as well as analyses of duplicate and 
triplicate samples, provide him with a 
constant check on the precision of his 
technic. 

The chemist also realizes there is need 
for improvement in methods as applied 
to different kinds of foods and food 
combinations. He knows for instance 
that the presence of carbohydrate ean 
interfere with the complete extraction 
of fat from a food. He knows that 
analysis of certain combinations of foods 
can pose problems that analysis of in- 
dividual items do not. 

However, with awareness of the error 
within methods and with careful sam- 
pling. a laboratory analysis either of 
separate food items or of a composite 
of foods (representing consumption for 
the period of observation) should closely 
represent the actual nutritive value of 
the particular samples of the food intake 
under study. 

Laboratory analysis, then, either of 
the individual foods or of composites 
which include a proportionate amount 
of each food eaten, provides the most 
reliable energy and nutrient values for 
describing the actual nutritive content 
of the food eaten by that individual 
for a definite period. Even though this 
is a procedure suitable only for special 
research purposes, it can perhaps well 
be used as a base line for comparison 
with other methods, 


Having looked briefly at the errors 
inherent in laboratory analysis, consid- 
eration will now be given to some of 
the results expected when tables of food 
composition are utilized for calculation 


of energy and nutrient values. 


Calculation from Food Tables 


It is important to realize that while 
laboratory determinations can be ex- 
pected to report within known limits the 
composition of the actual samples ana- 
lyzed, food tables in common use are 
constructed to report average food 
values. 

In deriving the average values pre- 
sented in U, S. Department of Agricul- 
ture. Handbook No. 8' the objective is 
to obtain representative figures for foods 
as used in this country the year round. 
Some of the averages in these tables rest 
on a large body of data and can be con- 
sidered fairly stable. Others cannot be 
as well established until more analytical 
work has been done. These values shown 
in the tables of Handbook No. 8 are not 
necessarily arithmetic averages of all 
analyses available for each nutrient in 
each food. Many factors are taken into 
consideration in deriving the figures— 
variety, seasonal, and geographic differ- 
ences; the effect of storage for periods 
prior to marketing; and the effect of 
manufacturing and preparation prac- 
tices. In addition, when possible, pro- 
duction and consumption statistics are 
considered, as well as the amounts of 
different varieties of a product available 
for use in different seasons. Every effort 
is made to derive values typical of 
the product available the year-round 
throughout the country. 

One source of error in dietary calcu- 
lations is the estimation of the nutritive 
value of mixed dishes. It is almost im- 
possible for a subject to know all of 
the kinds and quantities of the ingredi- 
ents in mixed dishes prepared commer- 
cially or served in public eating places. 
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The housewife can supply the recipe for 
mixed dishes prepared and eaten at 
home, and nutritive values of the total 
then can be calculated from the ingredi- 
ents. Estimates must still be made for 
mixtures which are purchased, such as 
baked goods, canned stews and soup 
mixtures, chicken and noodles, meat and 
bean combinations, and an ever increas- 
ing assortment of other food products. 
There is no standardization of prepara- 
tion of these foods, and the development 
of suitable food composition values pres- 
ents a real problem. 

Plans are under way for extension of 
food tables to include more foods and 
additional nutrient values. Current re- 
vision of “Food Values in Common Por- 
tions”? and a planned revision of Agri- 
cultural Handbook No. 8 (due in 1960) 
will include a larger number of items 
and will expand the description of many 
food items. 

Reliability in the results obtained by 
calculation of nutritive value from tables 
of food composition depends to a great 
extent on the completeness of the de- 
scription of the kind and amount of 
foods reported. The more that is known 
about a food the more likely it is that 
the food value calculated for it will be 
a true picture, and the more closely it 
will approach the analyzed values. Con- 
trast the information available for cal- 
culation when the subject reports on his 
record of weighed food “250 gm of pie” 
with that available when he reports “250 
gm of green apple pie with two crusts 
from a commercial bakery.” 

The more common or usual the foods 
in the diet and the more simply they 
are prepared, then the more representa- 
tive will be values calculated for them 
{as compared to results obtained by 
chemical analysis). Inclusion of unusual 
or uncommon foods with extensive and 
elaborate preparation, or of mixtures of 
uncertain content, or of disproportionate 
amounts of a few foods highly variable 
in composition reduces the reliability of 
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calculated values (as compared to ana- 
lyzed values). 

Only one study is at present available 
which reports the variation found when 
the same weighed diets were calculated 
by different persons using the same food 
tables.? Several nutritionists, with ac- 
cess to the same commonly used food 
tables, obtained different results when 
they calculated caloric value and nutri- 
ents for a series of 21 weighed diets. 
Differences in results (Table 1) were 
due to a large extent to inadequate de- 
scriptions of the food as it was weighed 
and eaten. 

If the description had been adequate, 
one would expect differences to be mini- 
mal. Instead the range of calories ex- 
tended from 1,804 to 1,978. The differ- 
ence between the average mean values 
and the extreme values for calories is 
+5 per cent. Protein values for the 
eight calculations ranged from 57 gm 
to 71 gm. Differences from the mean 
to the extreme actually ranged from — 6 
gm to +9 gm representing differences as 
great as 12 per cent. 

Besides recording an adequate de- 
scription of each food item, the investi- 
gator should have familiarity with the 
foods and recipes used in the region or 
by the cultural group under study. Such 
knowledge increases the reliability of 
the selection of the most appropriate 
items from the food tables for calcula- 
tion. 

It is recognized that by increasing the 
details of the food records and of the 
details within the tables of food values 
we are moving away from the develop- 


Table 1—Caloric and Protein Values for 
21 Weighed Diets Calculated by Eight 


Different Nutritionists 


Average Per cent 


Range of Means Mean Difference 
Calories 1,804 to 1,978 1,900 
Protein 56to 62 
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Table 2—Comparison of Results from Concurrent Analysis and Calcula- 


tion of Weighed Diets 


Calculation of Analysis Total 


“Below 10% 
Calories 10% (37) 
Protein 30% (987) 54% 
26% (67) 


of the 29 studies are Canadian, four 


See references 4-31 


ment of short methods of calculation, 
ie. grouping foods with similar nutri- 
tive value together in order to use a 
single value for a group of similar foods. 

The development of appropriate group 
values requires preliminary study of the 
food consumption data in order to derive 
suitable weightings for the items com- 
bined into groups. In general, the larger 
the number of groups the more homo- 
geneous the foods in each group can be, 
and the better the agreement between 
long and short methods—that is between 
calculating by individual food items and 
calculating by food groups. Also, the 
greater number of days represented by 
the average consumption figures, the 
closer will be the results obtained by the 
long and short methods. Since group 
values developed in one study for use in 
one locality or in one season may not 
carry over to another situation, frequent 
testing of group values against detailed 
item calculations is necessary. 

Good agreement between results cal- 
culated by short methods and by the 
more detailed methods can be expected 
only (1) when food habits among the 
subjects are fairly homogeneous, 
when the proportion of specific foods 
selected within the food groups are 
similar: and (2) when the food group 
values are carefully prepared from a 
sampling of the diets included in the 
study. 

Group values are far more useful for 


Within 10% Above 10% 
58% (218) 
(170) 16% (51) (318) 


No. of Cases 


32% (123) (378) 


are British, and the remainder are from the United 


treatment of data for which mean values 
of a population group are desired than 
for calculation of dietaries for which 
individual differences are required. 


Comparison of Results from Two 
Methods for Processing 
Dietary Data 


With these apparent differences in- 
herent in two methods of processing diet 
information, how will results obtained 
by laboratory analysis compare with 
those obtained by calculation from food 
tables? Since data used here refer to 
the same weighed diets. only one varia- 
ble is considered, i.e.. the method of 
securing the values for calorie, protein, 
and fat content of the intake. 

Data have been obtained from the 
literature for approximately 300 cases 
in which concurrent analysis and cal- 
culation are reported for the same 
weighed intake. The results are sum- 
marized in Table 2. 

Analysis of the data shows that for 
calories and protein, results from the 
two methods agree within 10 per cent in 
more than 50 per cent of the cases. For 
fat. however, results from the two meth- 
ods agree within 10 per cent for only 
25 per cent of the cases. 

Calculated results are found to be 
greater than 10 per cent above results 
obtained in the laboratory for calories 
in 32 per cent of the cases; for protein 
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in only 16 per cent of the cases; but for 
fat in 49 per cent of the reports. 

Figure 1 shows in greater detail the 
material relating to caloric values when 
the same weighed diet is analyzed in 
the laboratory and calculated from food 
tables. 

Each dot represents a dual measure— 
analyzed and calculated. When both 
measures provide the same value, the 
dots are lined up midway between the 
horizontal and vertical axes. 

This figure shows that caloric values 
for the 378 cases represented here (59 
per cent of the total) fall within the 
10 per cent range. Beyond this range 
of 10 per cent variation, a larger pro- 
portion of calculated values are above 


CALORIES 
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1000 


2000 
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rather than below those of analysis. 
Thirty-two per cent are shown to be 
above; 10 per cent are below. The o’s 
mark the median of the values of labora- 
tory analysis at the indicated level of 
values of calculation from food tables. 
The level in each instance is the mid- 
point of a 20 gm range. With two ex- 
ceptions (at 800 and 3,200), this series 
of median values lies within the 10 per 
cent range. Since calories represent a 
composite of the three energy producing 
nutrients — protein, fat, and carbohy- 
drate — differences due to any one of 
these nutrients will tend to offset dif- 
ferences in the other direction due to 
another component. 

Figure 2 shows a comparison of cal- 
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Figure 1—Comparison of Results from Concurrent Analysis and Calcula- 


tion of Weighed Diets 
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Figure 2—Comparison of Results from Concurrent Analysis and Calcula- 


tion of Weighed Diets 


culated and analyzed values for the 


amount of protein in 318 diets. In gen- 
eral, both analyzed and calculated values 
for protein fall within the 10 per cent 
limits. However. more of the calculated 
values are below the 10 per cent range 
than above it. (Thirty per cent are be- 
low, 16 per cent are above. ) 

Figure 3 is similar to the preceding 
ones and shows the results when weighed 
diets both 
analyzed for fat content. 
(10-20 median 
within a 10 per cent range. 


calculated and 
At lower levels 
value lies 


(259) are 


em). the 


However. 
at higher levels of fat intake (from 35 
em and above). median values are out- 


side and always above the 10 per cent 
range. For values of 90 em and above. 
the trend 
discrepancy. 


suggests increasingly 
with calculated 
values considerably higher than values 
obtained by laboratory analysis. 


greater 


820 


This might be considered a disheart- 
On the basis of the 300- 
odd cases available for this comparison. 
a value of 100 em of fat obtained by 
laboratory analysis of the diet might 
he reported anywhere from 70 gm to 
1600 em if fat content were calculated 
from food tables. If an analyzed value 
were reported as 140, the range of the 


ening picture. 


calculated values (on the basis of the 
cases available for this report) is from 
130 em to 185 em. 

On the other hand. we can gain con- 
siderable encouragement from these re- 
sults. Consider the best figures for fat. 
Using a range of 20 gm around a se- 
lected analyzed value of 100 (between 
90 and 109.9). there are a total of 32 
reported cases, Of these 32 cases. 10 
or 14. lie within 10 per cent of the 
values determined by laboratory analy- 
sis. Further study to identify the causes 
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of variation in the remaining cases, 
which lie outside this range, may make 
it possible to bring results of the two 
methods closer together. 

We should not expect food values ob- 
tained by analysis and by calculation 
to agree exactly. They are arrived at 
in different ways, and they provide 
somewhat different information about 
the foods consumed. Consider a weighed 
(and sampled) dietary for a person over 
a three-day period. Chemical analysis 
can measure rather precisely the 
amounts of nitrogen, fat, ash, carbohy- 
drate, minerals, and most vitamins in 
the food or in the combination of foods 
as they were eaten. Calculation, if the 
food has been adequately described, can 
provide an average of the nutritive value 
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Figure 3—Comparison of Results from Concurrent Analysis and Caleula- 
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of the diet made up of these or similar 
foods over a period of time taking into 
consideration the many factors that af- 
fect the composition of foods. 

Some of the difference between results 
obtained by calculation and by analysis 
of food intakes can be attributed to 
figures for the protein and fat content 
of meat. Values in most of the tables 
of food composition prior to 1950 and 
in some of the tables used in the com- 
parisons presented in this paper are for 
raw meat, usually on the basis of carcass 
or wholesale cuts. These cuts have more 
fat and waste than retail cuts. Limited 
information has been available on the 
composition of trimmed retail cuts, 
either raw or cooked. When meat is 


cooked, there is considerable loss of fat 
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into the drippings but relatively little 
In addition, fat which 
surrounds or adheres to the muscle may 
be trimmed from the meat before it is 
eaten. Thus, the values calculated for 
meat usually have been too high in fat 
and energy value but within a reason- 


loss of protein. 


able range for protein. 


Summary 


In current epidemiological studies in 
the LSA, greater emphasis is being 
placed on individual diet records than 
upon average values for a group of in- 
This calls for improvement 
in methods of dietary appraisal. 


dividuals. 


This report shows a comparison of the 
results obtained by two methods of proc- 
dietary data: (1) 
analysis: and (2) calculation of calories. 
protein. and fat with source material 
which includes only reports dealing with 


laboratory 


essing 


weighed food intake. 

A summary has been made of approxi- 
from 20 or more 
studies obtained from the literature in 
which the same weighed diets were con- 


mately 300° cases 


currently analyzed in the laboratory and 
calculated from food tables. 

The weighing of food seems impracti- 
cal for many population groups. How- 
ever, from the charts presented, it ap- 
pears feasible to consider use of this 
technic, in combination with either cal- 
culation or analysis, as a base line for 
checking the reliability of other methods 
which may be more suitable for field 
studies, Even though this pretesting may 
he available only for a small sample of 
the population studied, results will in- 
dicate the reliability of certain proce- 
dures of a dietary survey. 

Comparison of results from two meth- 
ods of processing the same data shows 
that for protein and calories the cal- 
culated values for more than 50 per cent 
of the total number of cases fall within 
a range of 10 per cent of the analyzed 


value. However. for fat. calculated 


values tend to be considerably higher 
than analyzed values. 

In conclusion, we believe that a frame 
of reference is now available to us for 
appraising one aspect of a dietary study. 
The results presented indicate that there 
can be a very large variation inherent 
within the method of calculating the 
energy. protein, and fat content of food 
intakes. Improvements now underway 
in extending tables of food values to- 
gether with a careful description of each 
food in the dietary record will help to 
reduce this variation. However, for epi- 
demiological investigations the amount 
of such variation, reported in these com- 
parisons, is sufficient to cast doubt on 


the significance between two studies in 
which these methodological differences 
may be less than 20 per cent in the 
intake of calories and protein and less 
than 30 per cent in the intake of fat. 
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The two preceding papers discussed the weaknesses and strengths of various 


methods of collecting dietary data, as well as the reliability and validity 


of the methods. This article indicates how new or improved methods 


might be developed for epidemiological studies. 


DEVELOPMENT OF NEW OR IMPROVED DIETARY METHODS 
FOR EPIDEMIOLOGICAL INVESTIGATIONS 


Dorothy G. Wiehl, F.A.P.H.A., and Robert Reed, PhD. 


XPERIENCE with the collection of data 
E on dietary intake has been extensive, 
and many methods for observing and 
recording food intake and of obtaining 
dietary histories have been used or are 
being tried. The weaknesses and 
strengths of different methods are well 
known to most investigators even though 
statistical data on the reliability and 
validity of the various methods are 
limited. The methods have been de- 
scribed in the preceding papers where 
it has been made evident that no one 
method is best for all situations and all 
purposes. The authors have discussed 
the available evidence on reliability and 
validity of various methods sug- 
gested ways to study and improve die- 
tary methods. The present discussion is 
concerned not so much with the method 
of obtaining dietary data as with the 
problem of new approaches to investi- 
gating the dietary characteristics of 
large numbers of individuals for epi- 
demiological studies of chronic diseases, 
such as coronary heart disease. 

The objective of an epidemiological 
investigation is either to test a hypothe- 
sis concerning the relationship between 
some variable and occurrence of the dis- 
ease or to search for clues, that is, to 
seek suggestive evidence that one or 


824 


more variables are associated with the 
disease. 

In the case of cardiovascular disease, 
fat intake, as a whole or subdivided 
according to type of fat or food source, 
is the specific dietary item which has 
been most frequently and most plausibly 
asserted to be associated with the dis- 
ease. It is also suggested that the per- 
centage of total calories obtained from 
fats is the significant characteristic of 
the diet affecting occurrence of the dis- 
ease, Although these hypotheses and 
others concerning dietary factors have 
been suggested, current level of knowl- 
edge about the etiology of cardiovascular 
disease is such that investigators are in- 
terested in a thorough and exhaustive 
study of dietary characteristics in order 
to search for possible evidence on other 
factors, as well as to test any specific 
hypotheses. 

In the study of dietary characteristics, 
methods of classifying an individual’s 
diet are equally as important as methods 
of collecting the data on food intake. 
How are various foods to be cumulated 
to provide a measure or an index that 
will differentiate one dietary pattern 
from another? Diet may be viewed 
either as a composite of many different 
foods, or of different food groups; or 
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it may be considered in terms of its 
specific nutrient components. Because 
many foods contribute to the total 
amount of specific nutrients in the diet 
and because interest has centered largely 
on adequacy of specific nutrient content. 
the usual method of evaluating diets has 
been to compute the total amount of 
each nutrient. This has provided data 
to identify those nutrients more likely 
to be deficient in the average American 
diet and has provided basic information 
for nutrition programs designed to im- 
prove the quality of diets. The aim has 
been to prevent deficiencies and to in- 
crease consumption of foods furnishing 
specific nutrients; little attempt has been 
made to describe in summary form the 
over-all pattern or general characteristics 
of different diets. 

Suggestions concerning the possible 
association between diet and the devel- 
opment of atherosclerosis do not relate 
to deficiencies of any specific nutrients. 
but to possible excessive consumption of 
some foods or food factors, either alone 
or in proportion to other foods. In the 
search for clues to the dietary factors 
related to atherosclerosis, the complex 
nature of the nutrition process and the 
interrelations of food factors indicate a 
need to experiment with and to test new 
ways of identifying basic differences in 
dietary patterns. In other words, it 
seems desirable to find broader, more 


comprehensive measures to describe the 
total diet and not be limited to relating 
one specific nutrient at a time to occur- 


rence of the disease. 

In the epidemiological studies in 
which dietary data are being collected, 
it will be possible, of course, to experi- 
ment with various methods of classifying 
diets; no doubt this will be done. How- 
ever, many of these studies are designed 
for intensive observation of relatively 
small populations and, in the collection 
of diet data, much emphasis is put on 
obtaining maximum accuracy for quan- 
titative estimates of food intake. This 
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approach may prove to be very pro- 
ductive, but it is not practical for large 
field studies. 

At the Conference on Methodology in 
Epidemiological Studies of Cardiovascu- 
lar Disease, considerable interest was 
expressed in developing a fairly simple 
method for identifying basic dietary pat- 
terns that could be used in large-scale 
field studies. In fact, the American 
Cancer Society has included a few ques- 
tions on dietary habits in the question- 
naire which will be distributed to over 
one million adults in connection with an 
epidemiological study of cancer. It has 
been proposed by the Diet Methodology 
Committee of the conference that a short 
schedule of simple questions be de- 
veloped and field tested in an effort to 
find a practical means for obtaining 
information needed to classify individu- 
als according to dietary practices. 

Two important features of the pro- 
posed short schedule follow: first, the 
questions should be simple but clearly 
defined, so that they can be used by 
nontechnical field personnel or included 
in self-administered questionnaires for 
surveys of large population groups; sec- 
ond, the questions should be carefully 
planned to elicit information that will 
reveal differences in dietary patterns be- 
lieved to exist and to be of interest. The 
record would not be designed for analy- 
sis of quantitative estimates but should 
permit rating or grading of items into 
four or five categories so that extremes 
could be identified. If groups of in- 
dividuals can be clearly differentiated by 
use or nonuse, frequent or infrequent 
use of selected foods, or by other char- 
acteristics, such as meal patterns, then 
such characteristics can be tested for as- 
sociation with disease. 

The choice of questions will be guided 
by arbitrary decisions concerning types 
of differences in individual diets that 
seem likely to be identifiable and sig- 
nificant. The questions should be formu- 
lated in such a way that the answers 
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can be readily tabulated to provide 
classifications which may be planned in 
advance. Although the questionnaire is 
experimental and exploratory, the kinds 
of information needed and types of dif- 
ferences to be identified should be care- 
fully planned. Since duration of present 
dietary patterns and the nature of past 
food habits may be important, some 
questions to reveal changes in eating 
habits should be tested. In the initial 
stages of testing a questionnaire, some 
questions may be included for the pur- 
pose of choosing between alternative 
questions having the same objective. 
Trial runs with the questionnaire on 
small samples should be made before the 
short schedule is finally set for an ex- 
tensive field test. 

It is proposed that a field test of the 
short schedule be made in several sam- 
ples drawn from selected populations 
having different mortality rates from 
cardiovascular Death rates 
vary widely from state to state, among 


diseases. 


communities within the same state, and 
also among population groups within a 
single city. The collection of the diet 
schedules for populations with contrast- 
ing death rates will make it possible 
hoth to evaluate the schedule and to 
compare the dietary characteristics of 
populations in which high and low death 
rates occur. 

short schedule 
should be made in two ways. First, after 


Evaluation of — the 


a time interval. a second record would 
he obtained for a sample of the original 
schedules. Comparison of records would 
be on the basis of agreement in classi- 
fication for the various questions or 
If a large per- 
centage of the same persons are classi- 


items on the schedule. 


fied in the high and low categories by 
both the original and repeat schedules, 
the question would be considered suf- 
ficiently reliable for identifying the in- 
tended difference. Next. the validity of 
the qualitative classifications provided 
by the questions in the short schedule 


would be evaluated by an_ intensive 
study of the diets of a sample of the 
persons in each qualitative category. 
Experienced investigators would collect 
dietary data for these persons. From the 
detailed quantitative data, it would be 


determined whether the qualitative 


classifications really identified the dif- 
ferences in dietary practices which the 


questions were designed to elicit. 

When the short schedule has been 
collected covering a sufficient number 
of persons to provide fairly large num- 
bers in the extreme classes for the differ- 
ent items in the questionnaire. the data 
from the different communities or popu- 
lation groups could be utilized for in- 
direct. epidemiological evidence of any 
association between high and low disease 
rates and the dietary practices in the 
different communities. Of course. this 
assumes that at least some of the ques- 
tions do provide a valid, meaningful 
classification of dietary practices. 

This type of epidemiological study 
which compares the characteristics of 
several populations known to differ with 
respect to prevalence of a disease is quite 
common. In fact, much of the evidence 
on an association between high fat diets 
and heart disease has been based on 
comparisons of national differences in 
mortality and fat consumption. — Evi- 
dence of this type concerning associa- 
tions is nonspecific, since frequency of 
occurrence of disease is not compared 
for groups of persons who have and 
those who do not have a particular char- 
acteristic. Although only 
evidence from this type of study is very 
helpful when little is known about the 
etiology of a disease and the investigator 
is searching for clues. 

This indirect approach of comparing 
populations with widely different mor- 
tality rates may be particularly useful 
in studying the relation of diet to coro- 
nary heart disease in the present state 


suggestive. 


of diagnosing the presence of the under- 
lying chronic arterial condition. Since 
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the atherosclerosis is rarely diagnosed 
before a coronary attack and frequently 
not much before death, high mortality 
from coronary disease year after year 
in a community may be considered an 
index of a high prevalence of undiag- 
nosed cases susceptible to attack. Until 
diagnosis is improved, so that persons 
with and without the underlying arterial 
condition can be identified, epidemi- 
ological studies of association of diet, 
and also of other factors, with the dis- 
ease are handicapped. Comparison of 
the dietary characteristics of population 
groups which have had different mor- 
tality experience and which can be as- 
sumed to differ in the prevalence of 
atherosclerosis should reveal dietary dif- 
ferences if the current or recent dietary 
patterns are strongly associated with the 
disease. 

It is beyond the scope of this report 
to suggest specific questions that might 
be used in a short diet record. How- 
ever, it may be helpful to mention a 
few types of information that seem per- 
tinent to desirable classifications of diet 
patterns. 

The first obvious grouping of diets 
would be in terms of relative dependence 
on fats, carbohydrates, and proteins. 
One would like to know whether any 
one or two of these formed a particularly 
high or low proportion of the total diet. 
Presumably not all three would be high 
or all three low. What questions would 
be best in determining whether a person 
liked and consumed much fat or avoided 
fat? Perhaps a few simple questions 
on eating habits related to fat would be 
very selective. For example, the ques- 
tion “Do you eat the visible fat on meat; 
all of it, a little, none?” might give a 
good indication of attitude toward eating 
fat. Supplemented by questions on the 
use of gravy, salad dressings, butter or 
margarine, could one identify the person 
who uses very little fat or very much 
fat? Nutritionists with experience in 
evaluating quality of diets will know 
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which aspects of eating patterns are 
most informative regarding the use of 
fat, protein, and carbohydrate foods. 

Meal patterns are of interest, espe- 
cially between meal eating. The fre- 
quency of eating between meals and 
the foods eaten as between-meal snacks 
may be indicative of food likes. Do the 
candy eater, the cola drinker, the milk 
drinker, or others reveal anything about 
food habits by their between-meal prac- 
tices? 

Meal patterns may also be useful in 
formulating the questions about use of 
any specific foods. Do people recall and 
generalize better if asked to report in 
terms of meals? For example, would it 
be better to ask about breakfast and 
other meals in trying to get information 
on the use of eggs, or is it better or 
just as good to ask how many times a 
week eggs are eaten? 

As previously mentioned, information 
about changes in diet over the long term 
are of special interest, and there is little 
experience to guide one in obtaining 
satisfactory or valid information. Where 
weight changes have occurred, ques- 
tions about such changes and any diet 
changes associated with them by the in- 
formant may be a means of stimulating 
the recall of the informant. Thus, one 
might ask: What is your present 
weight? How long have you weighed 
about this much ( + or — not more than 
3 pounds)? Do you do anything to 
maintain this weight? What do you 
do? What was your maximum weight? 
What was your age then? Have you 
ever been on a reducing diet? Have 
you ever been on a diet or made a 
special effort to gain weight? These 
questions would be followed by a gen- 
eral question on changes in eating habits 
of which the informant is aware. Be- 
cause changes may be important, a 
special effort to confirm and _ validate 
this information by obtaining similar 
information independently from the 
spouse might be undertaken. 
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The questions raised above are suf- 
ficient to indicate that the development 
of a short schedule will require the best 
effort of nutritionists and other investi- 
gators with field survey experience. 

In summary, a method for developing 
a short schedule for qualitative classi- 
fication of dietary patterns has been out- 
lined. 
would be tested by repeating the ques- 


Reliability of the classifications 


tions after an interval of time and match- 
ing the classifications for the same per- 
sons. Validity would be evaluated by 
intensive diet studies for sample groups 
selected from persons with different 
qualitative classifications. The short 
schedule would be used to collect diet 
data for a large number of people in 
various communities with widely dif- 
ferent death rates. 


Miss Wiehl is with the Research Staff, Milbank Memorial Fund, New York, 
N. Y. Dr. Reed is associate professor of biostatistics, Harvard School of Public 


Health, Boston, Mass. 


This paper was presented before the Food and Nutrition Section of the 
American Public Health Association at the Eighty-Seventh Annual Meeting in 


Atlantic City, N. J., October 19, 1959. 


A North American Zoonoses Center 


The University of Illinois plans to open a Center for Zoonoses Research on 
September 1. The center, the first of its kind in North America, will be comparable 


to the Pan-American Zoonoses Center established in 1956 at Azul, Argentina, which 
is supported by the World Health Organization and the Argentinian government. 

Dean Carl A. Brandly of the university’s College of Veterinary Medicine will 
direct the center’s resident staff. Their work will be supported by consulting per- 
sonnel from the university’s College of Medicine, the Illinois Department of Health, 
Illinois Department of Agriculture, the Public Health Service, and WHO. 
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Are new active cases of tuberculosis being missed by current methods of 


case finding? This report explores the question and comes up with 


interesting findings as well as recommendations. 


MASS SCREENING FOR TUBERCULOSIS AND 


MISSED CASES 


Donald A. Trauger, M.S.: Gordon V. Hromadka. M.S.W.; and Eleanor C. Connolly, M.P.H. 


D’ TUBERCULOUS PERSONS found 
through x-ray screening programs 
represent cases missed in the practice of 
medicine or missed by public health su- 
pervision ? 

To gain information on this and re- 
lated questions, an investigation sup- 
ported by the National Tuberculosis 
Association was made of all cases found 
by x-ray screening of persons over age 
15 in Long Beach, Calif., during 1954. 
1955, and 1956.* The number of such 
cases was 52 or approximately 10 per 
cent of the total number of new active 
cases reported during this period. Cases 
already known to the health department 
or referred by a physician were ex- 
cluded. 

Specific investigation was made of the 
following conditions: (1) whether the 
patient had been hospitalized or under 
the care of a private medical practitioner 
during the year preceding discovery; 
(2) whether the patient had been a con- 
tact of another known active case pre- 
ceding diagnosis. 

The investigation involved a review of 
case-record material in hospitals, the 


* The study was made possible through the 
generous cooperation of the Bureau of Tuber- 
culosis Control, California Department of 
Health, the Long Beach Health Department, 
and the Long Beach Tuberculosis and Health 
Association. 
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Long Beach Department of Public 
Health, and in medical offices responsi- 
ble for the patients’ supervision. It was 
supplemented by interviews with pa- 
tients. When it seemed necessary, relia- 
bility of information derived from in- 
terviews was rechecked against records 
in hospitals, in the offices of private 
practitioners, or in a few cases by inter- 
views with relatives or friends. Inter- 
view of the patient included an inquiry 
into the reason the patient participated 
in the survey which led to his diagnosis. 

A schedule was used to facilitate the 
collation and analysis of data from rec- 
ords and from interviews. In addition 
to specific information about the per- 
sonal and socioeconomic characteristics 
of the patients, information was collected 
on the stage of disease, treatment status, 
public health supervision, and patients’ 
attitudes regarding tuberculosis and 
other physical, emotional, or adjustment 
circumstances possibly related to break- 
down with tuberculosis. Not all infor- 
mation collected or analyzed is reported 
here or is directly related to this investi- 
gation. 

Although cases classified as new to 
Long Beach but previously reported 
elsewhere were excluded in the original 
study group, subsequent investigation 
indicated that two persons had been 
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tuberculosis patients known other 
health departments. The Long Beach 
health jurisdiction had not been notified 
of this previous history. 


Discussion 


Tuberculosis screening of the general 
population proceeds on the assumption 
that there is a considerable amount of 
tuberculosis in the population which can- 
not efficiently be discovered in’ more 
sharply directed approaches. It is widely 
assumed that people with symptoms will 
seek medical attention and be correctly 
diagnosed; persons in known contact 
with tuberculous persons will be appro- 
priately examined for tuberculosis; per- 
sons whose disease is not symptomatic 
and who have no known association with 
tuberculosis cases can only be found 
through screening. 

For these reasons, it is widely believed 
that x-ray screening for tuberculosis in 
a community would still be justified even 
if the following conditions obtained: 

1. There were adequate diagnostic facilities 
including an alert and responsible group 
of medical practitioners. 

2. There was adequate investigation of all 

contacts of active cases. 

There was regular public health super- 

vision of all active and inactive cases. 


The value of x-ray screening programs 
has not been demonstrated with any 
great precision. Although about one- 
fourth of the new cases of tuberculosis, 
active and inactive. currently reported 
are discovered by this method, few re- 
ports are available on the proportion of 
new active cases found by screening 
films. Many of the reports which are 
available suggest that not more than 
one out of every ten active cases comes 
to light because of screening films. This 
was the situation in Long Beach, Calif. 

It is possible that even these case 
yields occur because of shortcomings or 
omissions in the basic program for tu- 
bereulosis control. Ordinarily, it is im- 


possible to rule out the possibility that 
if medical and public health practices 
were maintained at a consistently high 
standard, yields from screening films 
might be even lower. Stated briefly, do 
cases found by screening represent a 
shortcoming of the basic control pro- 
gram? 

Of the several research designs which 
would produce useful information on 
this matter, including probability sam- 
pling of the entire population. the 
method chosen was selected for its sim- 
plicity and convenience. It does not pro- 
vide a definitive answer as to the impor- 
tance of screening programs because of 
uncertainties about geographic variation 
in tuberculosis and variations in the 
hasic control programs in the United 
States. It is, however, free of known 
bias and provides data which have clear 
meaning and significance for tuberculo- 
sis control. In addition, the method is 
one which is easy to replicate in other 
areas. 

In the area selected some conditions 
obtained which must be regarded as 
further limitations on the meaning of 
these findings. There was no apprecia- 
ble amount of tuberculin testing activity 
in the area directed toward detection 
of new infection and seeking its source. 
On the other hand, the yield of new 
active cases from mass surveys was 
seven-tenths per 1,000 persons screened, 
which is the same as the estimated yield 
of such surveys in the United States. 
On that score the area selected seemed 
typical. 


Results 


Of the 52 cases found by x-ray screen- 
ing during 1954, 1955, and 1956 in 
Long Beach, Calif.. 17 were found 
through mobile units, 28 by the sta- 
tionary unit in the health department, 
and seven through pre-employment ex- 
aminations at Douglas Aircraft Corpora- 
tion. The inclusion of data on cases 
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Table 1—Number of Screening X-Rays 
and New Active Cases Found: Long 
Beach, California, 1954-1956. 


New Cases 
Type Active Found 
of Films Cases per 1,000 

Visit Taken Found Films 
All units 92.873 52 0.7 
Mobile 53,568 17 0.3 
Stationary 17,040* 28* 1.6 
Pre-employment 22,265 7 0.3 


* Films represent the proportion (one-third) of the 
persons x-rayed who were estimated to have referred 
themselves. Cases represent those found as a result of 
self-referral. 


found in the stationary unit and pre- 
employment screening poses a difficult 
problem interpretation, such as 
whether some of these persons might 
not have taken their symptoms to a 
physician had the unit not been con- 
venient. Whatever bias may be intro- 
duced as a result of the inclusion of 
those cases seems all in one direction— 
to suggest that surveys tend to substitute 
for medical screening and public health 
supervision rather than merely to com- 
plement these approaches. The common 
denominator in cases included is that 
they were not caught in the mainstream 
of medical practice or public health 
supervision. The relationship between 
cases found and persons screened is 
shown in Table 1. 

All but one of the 52 cases were 
classed as Caucasian, and 33 of the 52 
were males. 

It seems worth noting that the number 
of cases found in the stationary unit 
was five times as high as the rate of 
discovery in other units, even though 
contacts and referrals by physicians were 
excluded. Only cases found as a result 


of self-referral were included; the num- 
ber x-rayed by this unit who were self- 
referred was estimated by the health 
department as only one-third of the total 
examined. 


Is this high rate due to the 
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fact that the stationary unit attracts peo- 
ple who have symptoms they wish to 
rule out? It is possible that the high 
rate is due to an error in estimating the 
proportion of persons screened who were 
self-referred. Had it been assumed that 
two-thirds of the persons who came to 
the unit were self-referrals instead of 
one-third, the discovery rate would have 
been only half as great or 0.8 per 1,000, 
but still substantially higher than the 
yield of other units. 

Analysis of the reasons for being 
x-rayed, as well as investigation of the 
medical supervision of people during the 
year prior to being discovered with tu- 
berculosis, and information on the stage 
of disease casts doubt on the contention 
that screening surveys discover symp- 
tomless tuberculosis. As shown in Table 
2, one-third of the cases found were in 
a far-advanced stage with positive bac- 
teriological findings. 

The inference that some of the people 
had symptoms was further bolstered by 
the finding that 13 of the patients ‘dis- 
covered had been under medical super- 
vision in the year preceding discovery; 
nine as patients of a private practitioner 
and four as hospital patients. Seven of 
these persons were under supervision for 
a chest condition; three of these were 


Table 2—Bacteriological Status of Patients 
Discovered Through X-Ray Screening, 
Classified by Stage of Disease on Diag- 
nosis: Long Beach, California, 1954— 
1956 


Bacteriological Status 


Stage of Undeter- 
Disease Total Negative Positive mined 
Total 52 14 35 bg 
Minimal 4 3 1 - 
Moderately 

advanced 26 8 17 1 
Far advanced 22 3 17 2 


* Three patients died or became lost to supervision 
before bacteriological examination was completed. 
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Table 3—Type of Physical Condition for which Medical Care Was 
Received Within One Year Prior to Diagnosis of Tuberculosis by 
X-Ray Sereening Program, Classified by Place of Treatment: Long 


Beach, California, 1954-1956 


Plac ol 
Treatment Total 


Fotal cases 


Hospital 
Physician's ofhice 


* Four of these 


given a chest x-ray in connection with 
the medical supervision received. 

The three patients under supervision 
for chest conditions who had chest x-rays 
had these within three months of their 
survey x-ray. It is not known in retro- 
spect whether the earlier x-ray revealed 
conditions which should have suggested 
tuberculosis. In any event, x-rays were 
not read as suspicious or reported as 
suspicious to the patient. The balance 
of the four patients with chest com- 
plaints were not x-rayed or referred for 
x-ray, although they complained of such 
symptoms as loss of weight. night sweat 
and, in one case, sputum. In one in- 
stance, a patient was hospitalized for 
pneumonia one month prior to the pre- 
employment x-ray which led to his dis- 
Neither the phy- 
sician who referred him to the hospital 
nor the hospital x-rayed his chest in 


covery as tuberculous. 


connection with his pneumonia. 

Among the six patients treated for 
nonchest conditions, the majority were 
pregnant women, none of whom had a 
chest x-ray. In one instance, a patient 
hospitalized for kidney stones was given 
a routine chest x-ray on admission and 
was advised that the film was read as 
suspicious. but no further examination 
or follow-up was undertaken, This per- 
son was finally reported as an advanced 
case four months later following a pre- 


Other Condition 
No Chest Chest No Chest 
X-Ray X-Ray X-Ray 


Chest Condition 


{ hest 
X-Ray 


patients also had had contact with tuberculosis: see section on contacts. 


employment examination. In evaluation 
of the previous medical care received 
by these patients, the possibility that 
the current diagnosis of tuberculosis is 
incorrect cannot be entirely dismissed, 
although no errors in diagnosis had 
been discovered at the time of this sur- 
vey. 

The finding that only one-fourth of 
these newly diagnosed cases had medi- 
cal attention during the previous year 
was unexpected. Reports from the Na- 
tional Health Survey show that in the 
general population a considerably higher 
proportion of people have visited a doc- 
tor within a year. Thus it appears that 
these patients made considerably less use 
of physicians than does the average per- 
son. 

Persons with History of Tuberculosis 
—Two persons were reported as new 
active cases from Long Beach screening 
surveys who had formerly been patients 
in other areas. The previous tuberculo- 
sis history of these cases was not known 
to the Long Beach Health Department 
at the inception of this study. One in- 
dividual was a Christian Scientist who 
had been purposely avoiding medical 
supervision because of reasons ascribed 
to religion. Subsequent to his diagnosis 
in Long Beach, concentrated casework 
by the health department persuaded the 
patient to accept medical supervision. 
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The other patient with a previous his- 
tory of tuberculosis had been without 
medical supervision for seven years. The 
medical report from the previous area 
read as follows: 


“Following hospitalization in 1930-1932, the 
patient was discharged to supervision of the 
health department. He was re-admitted to 
the hospital in 1946 because a smear for 
tuberculosis was found positive. This was the 
only positive report. Bronchoscopic examina- 
tion showed normal condition of all bronchi 
which could be visualized. Lipiodol injection 
on the left apex showed moderate degree of 
bronchiectasis with no oil visualized in the 
small parenchymal cavity. Patient was not 
considered suitable for collapse therapy and 
at that time we had no chemotherapy for 
tuberculosis and were not doing resection sur- 
gery, so discharge was recommended, condi- 
tion classified as improved. Patient was 


followed up by the health department for 
three years after which time supervision termi- 
nated because there was nothing more to be 
done for the patient. 
to your jurisdiction.” 


He subsequently moved 


Apparently, this patient felt assured 
that he was cured and that he could 
engage in a full, normal life. Although 
he reported suffering from frequent 
colds, he did not seek medical care and 
stayed without supervision for seven 
years. His present condition was dis- 
covered through the pre-employment 
unit. 

Persons Who Had Contact with Tuber- 
culosis in the Past—The original defini- 
tion of contact in this study was the 
traditional one used by health depart- 
ments to denote a person in close contact 
with a tuberculous person within a re- 
cent period of time. As the study pro- 
gressed, interviewing in some instances 
elicited a history of contact with tuber- 
culous persons which had occurred some 
years before. At that time it would not 
have represented current contact experi- 
enced as a member of a household or 
other continuous association, although 
the patient and contact were often blood 
relatives. Such persons were never de- 
fined as contacts and examined by health 
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departments. Although these cases may 
not represent the practical concept of 
contact, they provide material for specu- 
lation on the significance for the indi- 
vidual of any known association with 
tuberculosis in the past. 

Interviews of patients revealed that 
13 persons, including four under medical 
care, had significant contact with active 
tuberculosis some time in their past. 
Only six of these persons, however, had 
ever been known to health departments 
as contacts of active cases of tubercu- 
losis; only one was so known to the 
Long Beach Health Department. 

Seven of the 13 persons had never 
been known to any health department. 
For six of them, the reason contact in- 
vestigation was never initiated was pos- 
sibly the fact that the person with whom 
contact was experienced lived in another 
community or state. In five out of these 
six cases, however, the tuberculous as- 
sociate was a relative, in three cases a 
parent, and in two a sibling; one was 
a friend. It was not possible to ascer- 
tain why the seventh person, whose his- 
tory of contact with tuberculosis was 
elicited by interview, had never been 
followed by the health department; this 
person had had contact with a tuber- 
culous uncle living in the community 
where he was then residing. 

The one person known to the Long 
Beach Health Department as a contact 
was reported as such by a tuberculous 
friend living in Long Beach. Because 
of his frequent change of residence, the 
Long Beach Health Department had not 
been able to examine him as a contact 
before he was diagnosed as a result of 
having appeared for a screening x-ray. 
Of the other five persons who had been 
known to health departments in areas 
where they had previously lived, two 
had been followed for several years. 
One was followed two years after his 
sister's tuberculosis developed, but he 
then left the area without a forwarding 
address. The other contact had been 
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Table 4—Persons Who Had Had Contact with Tuberculosis Previous to Diagnosis by 
the X-Ray Sereening Program, Classified by Type and Location of Contact: Long 


Beach, California, 1954-1956 


Within Five Years 


Time Between Contact and Diagnosis 


Five Years or More 


Knownto Not Known Known to Not Known 
I'ype and Location Health to Health Health to Health 
of Contact Total Department Department Department Department 


13* 


Contacts 


Relative 
In same community 
In other community or state 


Friend 


1 5 3 


In same community ] - - 
In other community or state — 1 
* Includes four contacts also under medical care, of whom three were also known as contacts to previous health 


administratior 


t Only contact known to Long Beach Health Department. 


followed by the health department where 
he formerly lived for two years after 
the death of his wife from tuberculosis, 
but supervision was then discontinued 
without explanation to the patient, The 
other three persons who were known as 
contacts to health departments outside 
the Long Beach area had eluded super- 
vision: two in the process of deserting 
spouses, and one because of fear of 
leaving her children in event of diagno- 
sis and hospitalization. 

In five of these 13 cases of contact 
history. the person with whom contact 
was experienced had been ill, or had 
died of tuberculosis, within five years 
preceding the contact’s diagnosis. In 
the remaining eight cases, the tubercu- 
losis episode of the person with whom 
contact was experienced antedated the 
contacts diagnosis by five years or 
longer, 

To summarize, 13 of the 52 patients 
found by screening units had present 
or past contact with tuberculosis. Of 
these, six had been known by health 
departments as contacts. Only one of 
them had completed the period of su- 
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pervision prescribed by the health de- 
partment. The remainder had a check- 
ered history of supervision, several never 
having initiated or completed one ex- 
amination. Seven of the 13 had never 
heen followed as contacts by health 
departments presumably for the reason 
that they were not known to them, be- 
cause the index cases did not reside in 
the area. 

Fight of the 13 cases had had their 
last known contact with their tubercu- 
losis relative or friend five years or more 
before their own diagnosis. 

Lack of knowledge of contacts of cases 
living in other states or communities ap- 
pears to have been rather frequent in 
this study. To be reported as a contact 
requires knowledge of the original case 
by the health department. Logically. 
the Long Beach Health Department 
could not be expected to have knowledge 
of persons who were contacts of persons 
known only in other areas. Also, even 
if health departments had knowledge of 
the relationship of persons to tuber- 
culous associates living in another com- 
munity or state, follow-up of such con- 
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tacts is probably considered of small 
value. 

The fact that an active case is not 
currently or constantly exposing rela- 
tives or friends to tuberculous infection 
does not preclude intermittent contact 
after diagnosis or fairly frequent con- 
tact at some time in the past before the 
original patient was diagnosed. These 
possibilities, of course, are never com- 
pletely known; also, exigencies of time 
undoubtedly dictate narrow definitions 
of contact in the operation of many 
health departments. 

Lack of contact follow-up is also often 
the result of patients not reporting to 
health authorities in new jurisdictions. 
Sometimes the motivations of these per- 
sons in avoiding supervision are exten- 
sions of their responses to other situa- 
tions with which they cannot cope. 
Sometimes their fear is due to an ignor- 
ance of the intentions of health authori- 
ties. In any event, it is doubtful that 
these people are sufficiently impressed 
with the risk of developing tuberculosis, 


even though they appeared for x-ray 
screening without medical recommenda- 


tion. No matter what their living con- 
ditions, persons in contact with tuber- 
culosis are a poor risk group, more 
likely to break down with tuberculosis 
because of their continued exposure. 

The fact that eight out of the 13 per- 
sons having a history of contact with 
tuberculosis developed the disease as late 
as five or more years after last contact 
suggests the need for more information 
on the rate of tuberculosis among con- 
tacts over a period of years. 

The high proportion of cases for 
which opportunity for earlier diagnosis 
was missed tend to confirm findings of 
an earlier study in Polk County, lowa.! 
In this study of 83 cases, the majority, 
or 52, came to diagnosis because of 
symptoms. Of the 52, 34 had either a 
history of symptoms of tuberculosis 
which were diagnosed as another dis- 
ease, or in which diagnosis was not 
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completed; or had contact with a person 
with tuberculosis which had not been 
adequately investigated. 

In view of the number of persons 
who know they had been in contact 
with tuberculosis, but were never fol- 
lowed by health departments or were 
under medical supervision for other con- 
ditions, the following points might be 
made: (1) Further efforts in contact 
notification between state health depart- 
ments and certainly between communi- 
ties of the same state should be explored 
where such knowledge is at hand; (2) 
observations suggest that restriction of 
contact work to household members is 
questionable even though contact fol- 
low-up beyond the household. as is done 
in Long Beach, represents problems of 
scope, public relations, and extra work 
load; (3) the evidence that many of 
today’s cases are the result of previous 
infection, sometimes of many years’ 
standing, lends additional support to this 
argument for long supervision of con- 
tacts; (4) the problem is posed by ex- 
amples in this study as to whether un- 
differentiated educational efforts have 
been successful in convincing people of 
the hazard of exposure to tuberculosis 
and the necessity for individual assump- 
tion of responsibility for one’s own 
health; (5) administrative failure in 
hospitals or on the part of physicians 
occurs when patients are not notified 
of suspicious findings on x-rays; (6) in 
the presence of chest or other physical 
symptoms, the general practitioner has 
a responsibility to examine for tubercu- 
losis or to refer the patient for competent 
examination. 

Supervision of Patients at End of Six 
Months—-A by-product of this investiga- 
tion was information on the medical 
supervision of patients six months after 
they were given their screening x-ray. 
Within that period, four patients had 
died and four were lost to supervision. 
Thirty-five were under supervision 
which was classed as adequate, as meas- 
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Table 5—Medical Supervision of Persons 
Still Living at the End of the First Six 
Months of Treatment Who Were Diag- 
nosed in X-Ray Screening Program: 
Long Beach, California, 1954-1956 


Supervising Extent of Supervision 


Authority Adequate Inadequate* 
i 1 


Total 35 13 


Private physician 

Health department 

Hospital 

Hospital outpatient 
department 


Not known 


* Supervision was considered inadequate if any or 
all of the following conditions prevailed: (1) super- 
vision irreguiar due to patient's being uncooperative ; 
(2) irregular x-rays with ne bacteriological examination: 
(3) patient was in and out of hospital against advice; 
(4) patient was lost to supervision. 


ured by frequency of health department 
reports and the use of x-ray and bac- 
teriological examinations. Thirteen were 
under inadequate supervision according 
to the same measures. It should be 
noted that infrequency of supervision 
was due to failure to accept supervision 
on the terms it was offered in the bulk 
of the cases. 

Although 47 of these patients had 
begun their treatment in an institution. 
only 12 were in a hospital at the end of 
six months. Of the 31 patients who were 
discharged alive within the six months, 
14 had left the hospital against advice. 

In addition to the 12 patients still 
hospitalized at the end of the six-month 
period, an additional five were under 
the supervision of a hospital outpatient 
department. Twenty-one were under 
health department supervision, and six 
patients were under the supervision of 
private physicians. 

Psychosocial Stress—Another by-prod- 
uct of this investigation related to the 
factor of psychosocial stress in the his- 
tory of these patients. These factors are. 


of course, nonspecific and were gauged 
in att interview by an_ investigator 
trained in psychotherapy and from rec- 
ord material. About one-fourth of the 
patients were observed to have long- 
standing exposure to unfavorable con- 
ditions judged to be predominantly 
physical, such as marginal income, phys- 
ically exhausting work, or poor housing 
or working conditions. Another fourth 
were regarded as having long-standing 
feelings of inadequacy, alcoholism, im- 
maturity, or criminal behavior. An ad- 
ditional third of the patients had a 
shorter or recent history of some illness 
or experience which may have been con- 
ducive to the development of tuber- 
culosis. Examples of such conditions 
included pregnancy, illness, marital 
breakup, and death of a marital partner. 


Summary 


In conclusion, these facts seem sig- 
nificant: 

1. In Long Beach, Calif., during the years 
1954, 1955, and 1956, a total of 52 new 
active cases were found through x-ray 
screening of persons who appeared for 
screening on their own initiative or as part 
of a pre-employment examination. This 
number represented about 10 per cent of 
all new active cases reported to the health 
department. 

Twenty-two of the 52 persons had either 
a history of contact with active tuberculosis 
at some previous period or had been under 
medical supervision during the year prior 
to their diagnosis as a tuberculosis case. 
Four of these 22 had both a history of 
contact and recent medical supervision. 
Thirty of the 52 persons found apparently 
could not have been found in an earlier 
stage of disease except through more 
widespread practice of routine medical ex- 
amination or through earlier appearance 
in a tuberculosis screening program. 
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A study of helminthiasis in six selected areas of Puerto Rico between 1953 
and 1955 is reported in this contribution. Attention is given mainly to 


hookworm, Ascaris, Trichuris, and Strongyloides. Several aspects 


of the epidemiology of the parasites are developed. 


INTESTINAL HELMINTHIASIS IN SIX SELECTED AREAS 


OF PUERTO RICO 


José F. Maldonado, Ph.D., and José Oliver-Gonzalez 


|* 1952 the World Health Organization 
Expert Committee on Bilharziasis met 
in San Juan, Puerto Rico. This stimu- 
lated the organization of a three-year 
program to study the present incidence 
and importance of schistosomiasis on 
the island. The results of this study 
have been published elsewhere.’ At the 
same time that Schistosoma mansoni was 
under investigation it was possible to 
obtain similar data on the incidence 
of the other intestinal parasites. This 
report presents the material on the four 
common helminths, Ascaris lumbri- 
coides, Trichuris trichiura, hookworm, 
and Strongyloides stercoralis. The data 
on the protozoan infections will be pub- 
lished at a later date. 


Procedure 

Localities Studied — Six separate lo- 
calities, which may be considered repre- 
sentative of three physiographic areas 
of the island, were studied. Two of 
them, Guayama and Ceiba, represent the 
dry coastal plain where sugar cane is 
the principal crop. The average annual 
rainfall in the former is 55 inches and 
long-term meteorological data are not 
available from the latter. In both areas 
the period of drought is prolonged and 
the rainfall comes during a relatively 


Since submitting this article for publication a complete 
account on the protozoa and the helminths has appeared 
in “Boletin de la Asociacién Médica de Puerto Rico,” 
51:4:109-124 (Apr.), 1959. 
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short period. Irrigation is common in 
Guayama, but is not used in the other 
area. 

Two of the localities, Barranquitas 
and Comerio, are situated at altitudes 
of 1,500 to 2,000 feet, the rainfall aver- 
aging 72.5 and 59.3 inches, respectively, 
with only a short, dry spell in the spring. 
The temperature ranges from 63.4° to 
85.4° F. Tobacco is the main crop dur- 
ing the spring and summer and trees 
tend to be sparse. Some coffee is grown 
in the higher parts. 

The remaining two areas, Jayuya and 
Utuado, are located higher up in the 
central mountain range. with coffee as 
the principal crop, although tobacco, 
fruits, and cash crops are also widely 
grown in some parts. The rainfall aver- 
ages 74 inches annually with no marked 
drought, and the temperature varies 
from 62.5° to 88.8° F, the upper ranges 
lasting for only a short period of the 
day. Formerly, the raising of coffee 
and the generally poor standard of liv- 
ing of the population made these areas 
typical foci of hookworm disease.” 

Population Covered—A total of 23,262 
fecal samples with information on the 
sex and age of the donors was used in 
the final analyses. Jayuya was remote 
and the average number of samples ob- 
tained per year was 874. In other areas, 
the average ranged from 1.044 to 1,652. 

Fecal samples were collected at ap- 
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proximately the same season each year 
from each locality. Usually, collections 
were made once a week, or at the con- 
venience of the collectors, and the tightly 
covered paraflin-coated containers were 
placed in a refrigerator until the sample 
could be examined. Several days elapsed 
before some of them were processed. 

Between 70 and 75 per cent of the 
contributors were below 15 years of age, 
but the distribution by sex among them 
was about equal. The great majority of 
the individuals came from the lower eco- 
nomic levels, In Comerio and Utuado 
a large proportion of the tobacco factory 
workers, who were largely females, were 
examined. In other localities adult sam- 
pling was done by house-to-house visit- 
ing and in the prenatal clinics. 

Method of Fecal Examination — The 
samples were examined by direct saline 
smear and by a concentration technic. 
During the first year the sodium sul- 
phate-Triton-ether method was used. The 
formalin-Triton-ether method proved to 
be better for diagnosing intestinal para- 
sites* and was used during the last two 
years of the study. 

During the second year of the study 
Beaver’s standardized smear* was intro- 
duced to make egg counts and to deter- 
mine worm burdens. In areas where 
A. lumbricoides and T. trichiura were 
common, counts were made on approxi- 
mately one-third of the positive stools. 
All specimens positive for hookworm 
by direct saline smears were used for 
counting. A determination of the num- 
ber of S. stercoralis larvae was not con- 
sidered of value, since they would have 
been affected by the storage of the fecal 
samples. 


Results 


Tables 1 and 2 present the figures for 
the various parasites by locality and in 
respect to age and sex for the three 
years of the study. 

Ascariasis—The average prevalence of 


Table 1—Average Percentage Prevalence 
of Intestinal Helminths in Six Areas 
of Puerto Rico Over a Three-Year 


Period (1953-1955) 


Hook- Strongy- 


Area Ascaris Trichuris worm loides 
Comerio 29.8 84.2 31.7 8.9 
Barranquitas 49.9 87.1 35.0 6.1 
Utuado 34.5 72.3 40.7 3.1 
Jayuya 44.2 80.2 318 3.9 
Guayama 35.9 84.4 19.3 2.8 
Ceiba 64 74.2 19.6 4.0 


Average 31.3 80.0 27.0 4.97 


Ascaris remained at about the same 
level during the three-year period. It 
increased in two of the areas, decreased 
in one, and in the other three it re- 
mained the same. It was not always 
possible to correlate the incidence with 
the climatic conditions in the various 
areas. At Ceiba it was low, but in the 
other dry area (Guayama) it was in the 
same range as in the areas with greater 
rainfall (Table 1). 

The incidence in children less than 
five years of age was relatively high and 
it reached a peak in the five- to ten-year 
age group (Table 2). There was a ten- 
dency for the incidence to decrease in 
the older age groups, but in Barran- 
quitas, the area with the highest en- 
demicity, more than 40 per cent of those 
above 40 years of age were positive. The 
egg counts revealed that the worm bur- 
den varied with age, as well as in the 
different communities. In the six com- 
munities the average number of eggs 
per gram of feces from children and 
adults was as follows: Comerio, 25,393 
and 3.849; Barranquitas, 15,415 and 
13.208; Utuado, 14,792 and 8,055; 
Jayuya, 17.021 and 9,223; Guayama, 
1,696 and 2,666; and Ceiba, 4,921 and 
5.775 (only four cases in the’ adult 
group). In the five areas where the 
prevalence was high enough to make 
comparison feasible, the egg counts were 
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higher in children than adults. How- 
ever, in the area with the highest preva- 
lence (Barranquitas) the counts were 
high in children and adults. Calcula- 
tions based® on 1,000 eggs per gm of 
feces per worm show that the average 
worm burden varied from about two in 
adults from Guayama to about 25 in 
children from Comerio. In the total of 
1,896 Ascaris egg counts made, 276 in- 
dividuals (14.5 per cent) had more than 
20,000 eggs per gm of feces, indicating 
that they had more than 20 worms, 
Forty per cent of the individuals 
infected with Ascaris showed only in- 
fertile eggs. The incidence of this type 
of infection tended to be higher in areas 
of low prevalence, 54.8 per cent in 
Ceiba, than in those with a high preva- 
lence, 32.3 per cent in Barranquitas. 
Up to 20 years of age there was no 
difference in the incidence in males and 
females (Table 2). In the three groups 
from 20 to 40 it was somewhat higher 
in females than in males. The average 
egg counts from females below and 
above 15 years of age were about the 
same while it was markedly lower in the 
older males (Table 3). The data ob- 
tained from persons with only sterile 
eggs are of interest. In this case the 
counts were relatively low in the older 
males and females (Table 3). In the 
younger age groups the average number 
of infertile eggs present was remarkably 
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Table 2—Prevalence by Age and by Sex of Intestinal Helminths in 23,262 Fecal Sam- 


high and was in the same range as those 
found to have bisexual infections. 

Trichuriasis — T. trichiura was the 
common helminth in every area and was 
prevalent in all age groups (Table 2). 
The lowest incidence, 66 per cent, was 
found in Ceiba in 1955. As with Ascaris, 
the highest rates of infection occurred 
in individuals below 15 years of age, 
but more than 60 per cent of those over 
41 years were parasitized. There was no 
difference in the incidence in males and 
females in the different age groups. 

The average number of eggs for chil- 
dren and adults, respectively, was as 
follows: Comerio, 6,975 and 4,789; Bar- 
ranquitas, 3,766 and 2,758; Guayama, 
4,696 and 1,833; Utuado, 2,476 and 
9,373; Jayuya, 3,804 and 2,647; Ceiba, 
4,240 and 5,625. If 300 eggs per gm 
of feces is accepted as representing a 
Trichuris worm,® it may be seen that 
the infections were light throughout, 
varying from a low of six parasites for 
Guayama adults to a high of 31 for 
Utuado adults. 

Table 3 demonstrates that there were 
no observable differences attributable to 
age or sex, except in males over 15 years 
of age who had the lowest average count. 
Expressed in worm burden, the number 
ranged from approximately six in males 
over 15 years to 19 in females under 
15. Among the total of 2,060 Trichuris 
egg counts, 248 individuals (12.0 per 


“A ge No. Examined Ascaris Trichuris Hookworm Strongy- 
Group Females Males Females Males Females Males Females Males _loides* 
-5 135 136 28.1 31.6 77.7 72.8 7.4 13.2 3.9 
5-10 4,748 4,508 42.3 41.0 86.0 88.9 22.0 31.2 4.0 


11-15 3,757 3,745 34.8 34.1 84.6 85.7 28.1 40.8 5.3 

16-20 856 635 24.7 22.9 74.4 81.7 32.8 43.7 5.7 

21-25 500 112 24.1 18.7 69.4 68.7 33.1 41.1 8.0 

- 26-30 570 159 ys 16.3 67.1 55.3 28.7 27.0 7.4 
31-40 1,146 442 21.0 14.0 57.6 61.7 25.2 28.5 6.7 

1,069 679 14.6 11.9 62.6 60.8 19.6 29.8 5.8 


* Sex not considered. 
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Table 3—Helminth Egg Counts in Indi- 
viduais from Six Different Localities of 
Puerto Rico (Eggs—Gm of Feces) 


Females Females Males Males 
15 15+ 15 15+ 


A. lumbricoides: 
Allinfections 15,934 
Sterile eggs 

only 14.390 8,951 


17,953 16,905 6,797 
11,914 5,176 
T. trichiura 5.685 4,588 4,484 1,880 


Hookworm 


1.731 61,490 1,705 1,685 


cent) had more than 20,000 eggs per gm 
of feces. These individuals apparently 
had more than 600 worms and experi- 
ence has shown that this is a severe in- 
fection. 

Prevalence of Hookworm—Except for 
the dry coastal areas, hookworm_ in- 
cidence exceeded 30 per cent throughout 
(Table 1). 
creased from year to year during the 
period of the survey. This was more 
marked in Guayama, where it dropped 
from 21.2 per cent in 1953 to 9.3 in 
1955. The decrease was less marked 
in the localities with higher altitudes 
and rainfall (Barranquitas, Utuado, and 
Jayuya). 

The pattern of age distribution of this 
from the two 
previously described parasites (Table 2). 


In all areas studied it de- 


infection was different 


In this case the incidence was highest 
in the three age groups between 11 and 
25 and it remained relatively high in 
the older age groups. Males, irrespec- 
tive of age, tended to have a_ higher 
incidence than females. although in one 
case (the 26- to 30-year age group) this 
was reversed slightly. 

The figures on egg counts (Table 3) 
reveal that, on the average, the number 
of worms was very low, with no marked 
differences attributable to age or sex. 
On the basis of 25 eggs per gm of feces 
per adult Necator’ americanus,’ it is 
calculated that there was an average of 
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60 to 70 worms per infected individual. 
The lowest average egg counts were 
found in the adult females from Ceiba 
(453) and in the adults of both sexes 
from Guayama (420 and 500). Only 
14 individuals, or 2.0 per cent of all the 
egg counts performed from all localities, 
showed more than 10,000 eggs per gm 
of feces, i.e., above 400 parasites per 
case. 

Strongyloidiasis—In general, the num- 
ber of Strongyloides infections encount- 
ered was low. The highest figures were 
21.3 and 13.9 per cent for males and 
females of Comerio for 1953. The others 
ranged elsewhere from 1.6 to 10.0 per 
cent, the over-all average being 5.0 per 
cent. No sex differences were observed, 
but prevalence tended to increase with 
age, in a pattern somewhat similar to 
that of hookworm. 


Discussion 


Ascaris has been a common parasite 
in Puerto Rico. The Puerto Rico Anemia 
Commission* reported 31.6 per cent and 
Bachman and co-workers* 64.0 per cent 
of infection. Unexplainably low figures 
have been reported by Serra® and Faust 
and co-workers.'° The low incidence 
reported by Weller and Dammin"™ may 
be due to the type of population covered 
(Selective Service inductees) and to 
their use of the HCl-ether centrifuga- 
tion method for stool examination, which 
has been found inefficacious for the di- 
agnosis of ascariasis.* 

Several characteristics of the epidemi- 
ology of this helminthiasis are reempha- 
The ubiquity and severity of in- 
fection, in spite of changes in climate, 


sized, 


and the relations of habits, occupation, 
age and sex. are made evident. The 
infection is a household problem.'*:"* 
Previous authors'® have observed that 
incidence and intensity of Ascaris infee- 
tion are not correlated. In our experi- 
ence this was true in certain places, as 
in the Guayama area, but not in others 
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(Barranquitas). The occurrence of an 
acquired resistance to the parasite can 
hardly be supported by the present find- 
ings. The decreased prevalence in older 
people from certain areas may be rather 
a matter of diminished chances of ex- 
posure to the infective egg. 

The paucity of ascariasis in Ceiba 
cannot be explained. It is difficult to 
think of a specific group of people de- 
veloping a trait, such as natural re- 
sistance to a parasite in a small geo- 
graphic unit such as Puerto Rico. Habits 
are hardly any different from those else- 
where in the island and soil pollution 
is known to be intense, as indicated by 
the prevalence of Trichuris. Tempera- 
ture, rainfall, and humidity are not any 
different between Ceiba and the Guay- 
ama area, where the rates of infection 
were several times higher. It would 
be worth investigating if the use of ir- 
rigation in the latter could account for 
the difference. 

Little attention has been paid to the 
subject of ascariasis in which only the 
unfertilized egg appears in the feces. 
Supposedly, only the female worm is 
present in such instances. The high 
rate of 40 per cent unisexual infection 
in the present work acquires still greater 
importance when one considers that male 
infections are apt to occur also, possess- 
ing the same medical implications, yet 
difficult to diagnose. 

The problem of trichuriasis can hardly 
be overestimated. The parasite has al- 
ways been highly prevalent in Puerto 
Rico. Serra® found close to 50 per cent 
infection, Faust and co-workers! 44.6 
per cent. and Bachman and co-workers*® 
and Weller and Dammin'! up to 80 per 
cent. The relatively large number of 
individuals observed in the present study 
with more than 600 worms suggests that 
the parasite constitutes a problem of 
morbidity. 

The marked prevalence of Trichuris, 
against the paucity of Ascaris in the 
Ceiba area, fails to corroborate what 
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has been observed elsewhere respecting 
the relationships of these two parasites. 
Spindler'* found that the higher the 
soil moisture, the greater the prevalence 
of Trichuris in comparison to Ascaris. 
The reverse was apparently true at 
Ceiba. In fact, the incidence and worm 
burdens in the persons with this para- 
site were remarkably similar in all areas 
studied. 

The hookworm problem may not be 
considered serious. Close to one-third 
of the individuals showed eggs in the 
stools, a considerable figure in the light 
of many years of control work, but lower 
than what has heretofore been re- 
ported.?*!01! The egg counts indicate 
that infections are generally very light. 
An improvement over previous situa- 
tions® is also observed in this respect. 
A few of the persons who showed con- 
siderable numbers of eggs may, more- 
over, not show any symptoms of hook- 
worm disease, due to the fact that the 
nutritional status of the population has 
been enhanced since the earlier surveys 
were made. There are indications that 
the parasite is becoming a dooryard 
problem, instead of the occupational haz- 
ard it used to be.” 

Apparently, Strongyloides has never 
been common in Puerto Rico. Faust 
and co-workers'® reported 4.6 per cent 
and Weller and Dammin" 10.6 per cent. 
Our findings fall within these limits. 
However, neither our work, nor previous 
ones may constitute true and critical 
expositions of the problem. The diagno- 
sis of the parasite is best accomplished 
by examining fresh feces and cultivating 
them in charcoal'>:'® and not as usually 
practiced.® This is illustrated somewhat 
in the present work. The proximity of 
Comerio permitted the daily delivery 
and examination of samples during 
1953, a procedure that could not be 
continued in the other years. The in- 
fection rates for that year were 21.3 
and 13.9 per cent for males and females, 
respectively, while they were 13.4 and 
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10.2, and 5.4 and 4.8 per cent during 
the next two years, when the samples 
were examined after several days. It 
was impossible to establish the average 
intensity of the infections. Current ex- 
perience suggests that the infections are 
usually light. In those instances where 
large numbers of larvae are encountered, 
other factors, such an malnutrition and 
polyparasitism, tend to obscure the pos- 
sible pathological role of the worm. 


Summary 


A survey of 23,262 fecal samples col- 
lected between 1953 and 1955 from six 
areas, representing three different physi- 
ographic regions of Puerto Rico, re- 
vealed the following: 

Approximately 31 per cent were posi- 
tive for Ascaris; 80.0 per cent for 
Trichuris; 27.0 per cent for hookworm; 
and almost 5 per cent had Strongyloides 
stercoralis. 

Ege counts were performed during 
the last year of the study and showed 
that the worm burden in ascariasis 
varied from two to 25, with 14.5 per 
cent of the cases harboring more than 
20 worms each. Infections were heavier 
and more common in areas of higher 
humidity. 

Trichuris infections tended to be light, 
usually with six to 31 worms, but 12.0 
per cent had more than 600 worms. 
Only 2.0 per cent of those infected with 
hookworm had more than 10,000 eggs 
per gm of feces, indicating that in gen- 
eral the infections are light. 

Strongyloides occurred in 5.0. per 
cent of the people, but this figure is not 
considered reliable, inasmuch as it was 
impossible to examine the samples when 
fresh. 

Several aspects of the epidemiology 
of the parasites are brought out. The 
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peculiarities of Ascaris infections, em- 
phasized by previous authors, are con- 
firmed. The relationship of Ascaris and 
Trichuris in respect to soil moisture is 
not corroborated. Hookworm infection 
has been changing from an occupational 
hazard to a dooryard problem. Strongy- 
loides infections appear to be light. 
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The poliomyelitis epidemic which occurred in Israel in 1950-1956 is 


reviewed in the following report. The outstanding characteristics of 
the epidemic are outlined, and its possible relationship to the 


changing composition of Israel’s population is discussed. 


David Levy. M.D., and Walter Falk, M.D. 


Introduction 


In the latter half of 1949 a significant 
rise occurred in the number of patients 
with poliomyelitis in Israel. During the 
winter of 1949-1950 the cases continued 
to occur at an unusual rate for the cold 
season. A wide geographic spread de- 
veloped quickly, and from that time and 
up to the end of 1956 the disease re- 
mained epidemic.* 

The transition from the endemic to 
the epidemic form of poliomyelitis in 
Israel confronted us with the question 
of whether it was caused by the intro- 
duction of a new strain of poliomyelitis, 
or was it due to a shift in the status of 
immunity of the local population. 

With this fundamental question in 
mind we reviewed the epidemiology of 
poliomyelitis in northern Israel. The 
northern part of Israel comprises about 
one-third of the country’s area and is 
inhabited by about one-fourth of its 
population. The population of this part 
of the country, as will be shown further, 
represents a fair sample of the popula- 


*In the spring of 1957 most infants between 
4 months and 12 months of age were given 
the Salk vaccine. 
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tion of the whole country. We suggest. 
therefore, that a review of the epidemi- 
ology of the poliomyelitis epidemic in 
the northern part of the country has 
country-wide implications. 

From the very beginning of the polio- 
myelitis epidemic in Israel, in 1949, the 
local physicians were alerted to the need 
for early diagnosis and immediate hos- 
pitalization of all cases. Certain hos- 
pitals were designated to take care of 
these cases. In northern Israel, the 
Rambam Government Hospital in Haifa 
hospitalized all the poliomyelitis cases 
in that region. 


Previous Record of Poliomyelitis in 
Israel 


The history of poliomyelitis in Israel 
was similar to that of the adjacent coun- 
tries in the southeastern Mediterranean, 
where, although epidemics have been 
rare. the endemic disease has long ex- 
isted. Scattered cases had been reported 
in Palestine in numbers ranging from 
16 to 62 per year, although it is believed 
that this does not represent the actual 
number. Here, as in nearly all countries 
where nonepidemic poliomyelitis exists, 
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the disease was apt to be underreported. 
This is illustrated by the fact that the 
number of cases reported by the Work- 
ers Sick Fund, a Jewish medical care 
organization, to which 50 per cent to 
60 per cent of the local Jewish popula- 
tion subscribes. was higher in most years 
than the number of poliomyelitis cases 
reported by the Department of Health 
for the total population of Palestine. The 
significance of this fact is enhanced by 
the ratio of the number of Jews to the 
number of Arabs during this period; 
there were roughly two times as many 
Arabs as Jews. 

No previous epidemic of poliomyelitis 
in Palestine had been reported. The 
only year prior to 1949 concerning 
which one can say that anything ap- 
proaching an epidemic occurred in the 
native, settled 1939, 
when the total number of reported cases 
rose to about 60. During these years 
the cases occurred primarily among 
very young children—truly “infantile 
paralysis.” Native cases in adults were 
extremely rare. 


population was 


The Population 


Before the establishment of the State 
of Israel in 1948, a steady wave of im- 
migrants reached the country legally 
and illegally; the majority of whom 
came from Central Europe and Russia. 
Most of them were absorbed into coop- 
erative agricultural settlements, or es- 
tablished themselves in the bigger cities. 
The cultural and economic background 
of these immigrants was rather high in 
their countries of origin, and in Pales- 
tine they perpetuated their higher stand- 
ard of living with emphasis on hygiene 
and care for children. 

The immigrants who arrived after the 
establishment of Israel's independence 
were the inhabitants of Displaced Per- 
sons’ camps in Europe, mostly remnants 
of concentration camps of Nazi Ger- 
many, and the poorer citizens of the 
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Jewish communities in the Moslem coun- 
tries of Asia and Africa, as well as the 
relatively undisturbed communities of 
Rumania, Bulgaria, and Turkey. These 
immigrants were placed in camps, con- 
sisting either of tents or small tin houses 
packed close together. In these camps 
they remained for various periods of 
time, usually many months, depending 
on when the opportunity arose for trans- 
fer to some workers’ settlement or other 
permanent arrangement. No special se- 
lection was applied in the settlement of 
immigrants, but rather the needs of the 
moment were the deciding factor. These 
transit camps naturally were crowded, 
and sanitary conditions were primitive 
and inadequate. 

Whereas immigrants originating in 
Europe were rather quick to establish 
themselves in permanent positions either 
in cities or workers’ settlements, those 
originating in the Arab countries of Asia 
and Africa were persistently unable to 
find permanent employment and dwell- 
ings. Even after the transfer to more 
permanent conditions, these immigrants 
remained in the poorer strata of the 
population, and lacking the hygienic 
background of the European-born, con- 
tinued to live in rather crowded and 
unhygienic circumstances. 

The Jewish population of Israel was 
doubled within the first three years after 
the establishment of the state; from 
750,000 in 1948 to 1,400,000 in 1951. 
Thereafter, the increase has been slower 
and more or less at the rate of about 
50,000 to 60,000 each year. 

The Jewish population of the country, 
before and after the establishment of 
Israel’s independence, has been rather 
sharply divided into two groups with 
different ways of life. Those originating 
in the Arab countries of Asia and Africa 
persisted in living according to stand- 
ards typical for their countries of origin, 
clinging to community, food, and_hy- 
gienic habits discarded by more ad- 
vanced social groups, while those origi- 
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nating in Europe have had a standard 
of living comparable to that of the less- 
developed European countries. For the 
purposes of this epidemiological review 
these groups were named: the higher 
social strata group (HSS), composed 
mainly of the European-born immi- 
grants; and the lower social strata group 
(LSS), comprising that part of the popu- 
lation which originated in socially back- 
ward and culturally underdeveloped 
countries. 

The shifts in the country of origin 
from which the immigrants came during 
the first several years after the establish- 
ment of Israel brought about marked 
changes in the social structure of the 
population. The European-born moiety 
of the population, which chiefly com- 
prises the HSS group, has been steadily 
decreasing (from 85 per cent of the 
total Jewish population in 1948 to 56 
per cent in 1956); the part of the popu- 
lation originating in Asia and Africa, 
which comprises essentially the LSS 
group, has been steadily increasing 
(from 15 per cent in 1948 to 44 per 
cent in 1956). 

The change of the social structure of 
the population was due as well to the 
differential birth rate in the two popula- 
tion groups. Although no statistics per- 
taining to the birth rate in these two 
groups exist officially, it is a well known 
and accepted fact that among the popu- 
lation here classified as belonging to the 
LSS group the birth rate is at least equal 
to that of the local Arab population 
(from 46 to 48 per 1,000 population). 
The birth rate among those in the HSS 
group is substantially lower than the 
accepted birth rate for the total Jewish 
population of Israel (from 28 to 29 per 
1,000 population). The higher birth 
rate among Jews originating in the Arab 
countries of Asia and Africa, coupled 
with the persistent immigration from 
these countries, produced an absolute 
majority of the LSS group in the 
younger portion of the population. 
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The Arab population of Israel repre- 
sents the poorer remnants of the former 
Arab community of Palestine. The 
others had left at the time of the mass 
migration to adjacent Arab countries. 
The members of the Arab group have 
retained the archaic way of life of their 
ancestors without changing basically. 
Slow progress has been achieved since 
1948. After the War of Independence 
in 1948, security restrictions on the 
Arab population limited their contacts 
with the surrounding Jewish settlements. 
These restrictions secluded the Arab 
population, produced a situation analo- 
gous to a quarantine for several years, 
and had certain epidemiological conse- 
quences. 

This community could properly be 
placed within the LSS group. However, 
because of the virtual absence of con- 
tact between it and the rest of the popu- 
lation, they had been categorized as a 
third, Arab group. 


Immunity Status of the Population at 
the Outbreak of the Epidemic 


The adult population of Palestine must 
have been immune to poliomyelitis be- 
cause of subclinical persistent exposure 
to the poliomyelitis virus before or after 
entering the country. This appears to 
be the only possible explanation of the 
fact that almost no adult cases were re- 
ported among the native, settled popula- 
tion prior to 1948. The ubiquitous 
poliomyelitis virus to which the popula- 
tion was exposed may have had its chief 
source in the Arab section of the popula- 
tion. Low standards of hygiene, coupled 
with crowded living conditions, pro- 
vided ideal conditions for the spread of 
infection and the perpetuation of the 
virus. The infants and children of 
European-born families were well cared 
for. They were protected as much as 
possible from exposure to any infection. 
Later in life, having come in closer con- 
tact with adults and neighboring Arabs, 
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these children were exposed to and ac- 
tively immunized by infection with the 
poliomyelitis virus. Occasional cases de- 
veloped clinically diagnosable disease. 

On the other hand, the infant and 
younger childhood group, at the time 
of the establishment of Israel, remained 
partially unexposed to the immunizing 
effects of infection with a mass-spread 
poliomyelitis virus, because the small 
number of remaining Arabs in Israel 
had markedly reduced the chances for 
such an exposure. 

Jews belonging to the LSS group, liv- 
ing in conditions similar to those of the 
Arab population, had a similar state of 
immunity. The overwhelming majority 
of the adult immigrants reaching Israel 
after May, 1948, had been exposed to 
the poliomyelitis virus in their countries 
of origin. The studies performed by 
Bernkopf and Levine,’ and Paul, et al..* 
support this fact. Whereas no data are 
available on poliomyelitis morbidity and 
mortality among the inmates of concen- 
tration camps in Europe during the Sec- 
ond World War, the conditions pre- 
vailing in these camps were ideal for 
the spread of infection. The fact that 
cases were extremely rare among the 
adult immigrants indicates that the in- 
mates of these camps were exposed, 
either before entering the camps or 
while in them, to infection with polio- 
myelitis virus. 

The immunity status of infants and 
younger children of immigrants entering 
the country after May, 1948, was closely 
related to the social strata in which their 
families belonged. As long as families 
were living in crowded, unhygienic con- 
ditions in their countries of origin, in- 
fants and young children must have 
been exposed to infection with the virus. 
On the other hand, for the better cared 


for and more isolated from  environ- 


mental influences children of the Euro- 
pean-born, the exposure risk was much 
less and, consequently, the rate of im- 
munization much lower, 
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Table 1—Total Number of Poliomyelitis 
Cases Reported to Health Ministry 
from the Entire Country, and Number 
of Cases Hospitalized at Rambam Gov- 
ernment Hospital 


Number of Cases 


Originating in 


ted to Health 
Reported te Hes Northern Israel 


Ministry from 


Year Entire Country No. Per cent 
1950 1,621 414 26 
1951 918 245 27 
1952 874 226 26 
1953 638 162 25 
1954 785 215 27 
1955 168 163 35 
1956 533 102 19 
Total 5,837 1,527 26 


General Aspects of the Epidemic 


The number of reported cases of polio- 
myelitis in Israel and in the northern 
part of the country are presented in 
Table 1. It is evident from this table 
that the number of poliomyelitis cases 
in northern Israel was proportional to 
the population of that area, which was 
about a quarter of the entire population 
of the country. 

Whereas a small number of cases 
might have gone unrecognized and a 
certain number might have been taken 
care of in their homes without being 
reported, their number was insignificant. 
The same factors could have had an 
equal influence on the number of re- 
ported cases in any other part of the 
country. 

The downward trend in the number 
of reported poliomyelitis cases (Table 1) 
was in inverse ratio to the growth of 
the population of the state. Thus in 
1950 there were 1.2 cases of poliomye- 
litis per 1,000 population; in 1952 there 
were 0.53 per 1,000 population; in 1954 
there were 0.46; and in 1956 the rate 
was 0.28 per 1,000 population. 
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Table 2—Sex Distribution of Cases of 
Poliomyelitis in Northern Israel, 1950- 
1956 


No. of No. of 

Male Female 
Year Patients Patients Total 
1950 248 166 414 
1951 149 96 245 
1952 132 94 226 
1953 88 74 162 
1954 120 95 215 
1955 94 69 163 
1956 52 50 102 
Total 883 644 1.527 


Demographic Aspects of the Epidemic 


Sex—There were more males than 
females. This kind of sex distribution 
is usually reported in most epidemiologi- 
cal reviews. However, no epidemiologi- 


cally significant correlation could be 
found to be “sex-linked” (Table 2). 


1950-1956 


Table 3—Age Distribution of Cases of Poliomyelitis in Northern Israel, 


POLIO EPIDEMIC IN ISRAEL 


Age—The “infantile type” poliomye- 
litis cases were predominant throughout 
the epidemic. About 68 per cent of the 
total number of cases were less than two- 
years-old, and about half of these were 
younger than 12 months. This propor- 
tion was sustained in each year and 
did not change with the progress of 
the epidemic (Tables 3 and 4). 

The number of poliomyelitis cases 
older than 14 years of age was negligi- 
ble. Throughout the whole period they 
did not exceed 4 per cent. The clinical 
records of these patients were analyzed. 
In all but six cases the occurrence of 
poliomyelitis had been accidental to ar- 
rival of Anglo-Saxon visitors in Israel. 
Two cases of pregnant women were re- 
corded. These cannot be considered as 
properly belonging to this report. 

The population in risk of poliomye- 
litis infection during the 1950-1956 epi- 
demic, in the broadest possible sense, 
was the group under 14 years of age. 
Those older than 14 years appeared to 
have been immunized to this disease pre- 
vious to the epidemic. 


1951 1952 


Age Group 1950 


1953 


Years 
1954 1955 1956 Total 


Months 
0-3 7 13 2 


l 
Over 14 ] 9 


Total 414 245 226 
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Table 4—Percentage Distribution of Cases of Poliomyelitis in Northern 


Israel According to Age Groups, 1950-1956 


Age 
Group 1950 1951 1952 


Months 
03 1.7 
+6 10.9 
7-12 23.2 
Years 
| 35.8 
30.0 
15.9 


817 


7-10 
11-14 
Over 14 


Social Strata—In 1,351 Jewish cases 
of poliomyelitis the social group was 
determined. In the clinical records of 
the remaining 58 patients, the available 
data was not sufficient to determine the 
background and way ef life in Israel. 
Sixty-four per cent of the patients be- 
longed to the HSS group, and 36 per 
cent belonged to the LSS group (Table 
5). The per cent distribution year after 
year has shown two trends: a downward 
trend for the HSS group (from 70 per 
cent of all cases in 1950 to 53 per cent 
in 1956); and an upward trend for the 
LSS group (from 30 per cent in 1950 
to 47 per cent in 1956). These trends 
were persistent throughout the epidemic. 

In the same interval of time (1950- 
1956), the differences in birth rate and 
country of origin among immigrants 
produced a more than tenfold increase 
in the 0-14 years age group of the LSS 
population, and merely a twofold in- 
crease in the same age group of the HSS 
population. Thus, in reality, the actual 
frequency of poliomyelitis cases re- 
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mained higher among the HSS popula- 
tion under the age of 14 years. 

The age distribution of cases of polio- 
myelitis in each social group was ana- 
lyzed in order to assess the effect of the 
way of life on the rate of exposure to in- 
fection at different age levels. Three 
age groups were established according 
to the number of possible contacts and 
the extent of the contaminated area. 

Group I included all patients under 
one year of age. The possible contacts 
were considered to be parents and sib- 
lings and, to a much lesser extent, more 
distant relatives and neighbors. The con- 
taminated area was limited to the home. 

Group II included the children from 
one to three years of age. Throughout 
this stage of life, most children spend 
increasing periods of time out-of-doors 
and come in contact with an_ ever- 
increasing number of persons who may 
be healthy carriers of the poliomyelitis 
virus. 

Group III consisted of patients older 
than three years. In Israel, during the 
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fourth year of life, children are sent to 
kindergarten. 

Two hundred and thirteen of the 870 
cases classified here as belonging to the 
HSS group were under one year of age; 
428 were either two- or three-years-old; 
and 229 were older than three years 
(Table 6). 

Of the 481 cases comprising the LSS 
group, 239 were under one year of age; 
204 were one- to three-years-old; and 
38 were older than three years (Table 6). 

The distribution of cases in the three 
age groups is presented in Table 6. The 
percentage of patients belonging to the 
LSS group I was twice as big as the 
same age group of the HSS. On the 
other hand, there were twice as many 
HSS patients as there were LSS ones 
older than three years. The number 
of cases in group II of each social group 
appeared to be equivalent. 

The age distribution of patients in 
each of the two social groups remained 
proportionately the same throughout the 
epidemic, Half the number of LSS cases 
were under one year of age, as com- 
pared with a quarter or less of the HSS 
cases; an approximately equal portion 


Table 5—Distribution of 1,351 Cases of Poliomyelitis Among Jews in Northern Israel 
According to Social Strata* Classification, 1950-1956 
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of each group was in group II. The 
rest comprised from 3 to 12 per cent 
of the LSS cases and from 20 to 35 
per cent of the HSS patients (Table 7). 


The Arab Group of Patients 


The restrictions on this group have 
gradually been withdrawn since 1952, 
and now only small districts remain so 
curtailed. Thus the Arab population 
was isolated from Jewish settlements for 
the greater part of the first three years 
of the poliomyelitis epidemic (1950- 
1952). Thereafter freer contact brought 
about uniform distribution of the polio- 
myelitis virus and subsequent spread of 
poliomyelitis cases throughout the whole 
population of Israel. 

There was a total of 118 Arab pa- 
tients with poliomyelitis in northern 
Israel during the 1950-1956 period, 7.7 
per cent of the total number of cases 
in the northern part of the country. The 
yearly distribution of cases was the op- 
posite of those in the Jewish group. 
Whereas in 1950 only four patients with 
poliomyelitis were diagnosed among the 
Arab population of northern Israel, or 


Total No. Not 


Year of Cases Arabs Classified 


Lower Social 
Strata Group 


Higher Social 
Strata Group 
No. 


Per cent Per cent 


1950 414 1 28 
1951 245 5 18 
1952 226 19 - 
1953 162 6 


1954 215 
1955 163 
1956 102 


vn 


32 
155 70 67 30 
133 64 74 36 


37 


59 41 
68 61 44 39 
53 47 


* The population of Israel has been classified according to the way of life in the countries of origin and the way 


of life in Israel as regards family, and social and communal habits, into two social strata groups: the higher social 
strata group (HSS) comprised predominantly of immigrants originating in Europe, who had a higher level of cultural, 
social, and communal life; and the lower social strata group (LSS), which includes immigrants originating mainly in 


Africa and the Arab countries of Asia. 


was much lower than that of the even least-developed European countries. 


ways of family and communal life have been prevalent. 
was achieved in their way of life. 
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The social background of the latter immigrants in their countries of origin 


Among some of these, indeed, archaic 


In Israel during the first years after immigration, slow progress 
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Table 6—Age Distribution of Cases of 0.25 per cent of the total number of 
ial patients in this part of the country in 
1950. thereafter the Arab portion 


steadily increased to 29 per cent of cases 


Higher Social Lower Social 


Age creep Strate in 1955. In 1956 Arab patients with 
Gro o. cent o. er cent o,° . 
: poliomyelitis were fewer and comprised 
Months about 11 per cent of the total number of 
16 34 ¢ 52 50 
170 | 17% rhe age distribution of the Arab pa- 


tients with poliomyelitis in northern 


Ye 


9 " ) Israel was similar to the age distribution 
3 154 J a 5 * of the LSS patients. Thirty-six per cent 
| 


1 78 ] 16 of the 118 cases were under one year 
5 50 | 7 of age. 58 per cent (68 cases) were from 

10 96 | one- to three-years-old, and 6 per cent 
11-14 5 2 (seven cases) were older than three 
Over 14 sat 2 years. but no one was older than five 
Total 870 100 181 100 years of age. The same pattern of age 
distribution was observed each year 

nie wees (Table 8). No attempt was made to 


oe ee analyze the number of Arab cases of 


> One was T-years-old and the second was 15-years-old. 


Table 7—Distribution of Cases of Poliomyelitis in Northern Israel by Age and Social 
Strata Group, 1950-1956 


Social Strata Under 1 Year 1-3 Years Over 3 Years All Ages 


Year Group No. Percent No. Percent No. Percent No. Per cent 
1950 *HSS group 71 27 133 51 57 22 261 100 
*LSS group 58 48 52 43 11 9 121 100 
1951 HSS group 39 25 71 46 45 29 155 100 
LSS group 37 55 28 42 2 3 67 100 
1952 HSS group 34 26 re 55 26 19 133 100 
LSS group 37 50 28 38 9 12 74 100 
1953 HSS group 35 36 41 42 22 22 98 100 
LSS group 32 55 25 43 l 2 58 100 
1954 HSS group 18 17 48 45 41 38 107 100 
LSS group 10 54 29 39 5 7 74 100 
1955 HSS group 8 12 36 53 24 35 68 100 
LSS group 5 : 100 


1956 HSS group 8 17 26 54 14 29 48 100 
LSS group 18 42 20 46 5 12 43 100 , 


* HSS -Higher Social Strata Group 


LSS—Lower Social Strata Group 
Definition of the social strata groups is given in the footnote on Table 5. 
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poliomyelitis in relation to the total Arab 
population in northern Israel, as no data 
were available. 


Environmental Aspects of the Epidemic 


The monthly distribution of poliomye- 
litis cases in northern Israel was fairly 
uniform throughout each year. Two 
definite seasons were discernible: one 
beginning in May and ending in Novem- 
ber; and the second beginning in De- 
cember and ending in April. Most of 
the cases were concentrated in the first 
of these seasons (Table 9). 

The distribution of cases according 
to age within these two seasons was 
studied. This was limited to the Jewish 
group of patients, The actual number 
in each group for each month is shown 
in Table 10. It is evident from the data 
presented in this table that the pattern 
of seasonal distribution remained un- 
changed throughout the epidemic. 

The percentage distribution of the 
cases in the three age groups was similar 
in the two seasons: 80 per cent of those 
under one year of age occurred between 
May and November; 79 per cent of 
those one- to three-years-old and 81 per 
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cent of those older than three years oc- 
curred between May and November. 


Discussion 


In a country where poliomyelitis has 
existed in an endemic form for a long 
time, the sudden outbreak of an epi- 
demic may be attributed either to the 
introduction of a new strain of polio- 
myelitis virus or to a sufficient number 
of susceptible individuals coming into 
an area where the virus is widespread. 

The growth of the population in Israel 
was such that presumably a large num- 
ber of previously unexposed individuals 
were brought into contact with the wide- 
spread virus. Careful analysis. however, 
showed that most of the immigrants were 
exposed to infection before entering this 
country. Furthermore, the migration of 
the majority of the Palestinian Arabs 
beyond Israel’s borders and the virtual 
absence of contact with those left may 
well have eradicated the ubiquity of the 
virus and probably limited it to the 
Arab settlements and their immediate 
vicinity. Therefore conditions in the 
country before the epidemic were not 
appropriate for such an outbreak. 


Table 8—Distribution of Arab Cases of Poliomyelitis Originating in Northern Israel by 
Age, 1950-1956 


Total 
No. of Months 
Year Patients 0-3 4-6 7-12 


1950 - 1 1 
1951 5 l 2 ] 
1952 19 1 1 


1953 
1954 - 
1955 46 13 
1956 


Total 
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Age Groups 


° 
- 
Years 
2 3 5 6 7-10 
9 
- 1 - - - 
ae 12 2 2 1 ~ - 
2 1 - - 
4 3 - - 
| 118 10 31 51 17 6 1 
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However, the mass immigration did 
introduce two factors which had a defi- 
nite causative relationship to the epi- 
demic, namely: (a) a large group of im- 
migrants whose way of life permitted 
the perpetuation and continuous pres- 
ence of the virus among them; and 
(b) a group of immigrants who were 
immune to the disease, and whose chil- 
dren because of better hygiene had not 
previously been exposed to this infection. 

To achieve a united, uniform nation, 
much effort was expended in mixing the 
members of the two immigrant social 
groups. Under these circumstances, the 
spread through the HSS group of the 
virus harbored by the LSS group was 
inevitable; widespread exposure _re- 
sulted. Close contact between old set- 
tlers and newcomers brought many of 
the previously unexposed children of 
the HSS part of the population into con- 
tact with the virus and augmented the 
spread of the epidemic. This may ex- 
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plain the rapid nation-wide spread of 
the disease. 

The lower number of cases among the 
LSS group which represented the ma- 
jority of the population below the age 
of 14 years may be explained by earlier 
exposure to the virus in those families 
with lower hygienic standards. At this 
period of life, maternal antibodies could 
have provided sufficient protection to 
prevent manifest disease in the majority, 
while still allowing active immunization 
to replace the passive, transferred one. 
Such a process would reduce the number 
of unimmunized children. 

The age distribution of the patients 
in the two social groups supports this 
explanation. The fact that in the LSS 
group the majority of patients were 
under one year of age was due to the 
early exposure to the virus of most 
babies in this group. The babies belong- 
ing to HSS families must have been 
protected from exposure to the virus at 


Table 10—Distribution of Jewish Cases of Poliomyelitis Originating in Northern Israel 


by Age Group and Month of Onset, 1950-1956 


Mar. 


Feb. 


Jan. 


Year Age Group 


Sept. Oct. 


Less than 1 year 
1950 1-3 years 
Over 3 years 


a 
_ 


Less than | year 
1951 1-3 years 
Over 3 years - 


! 


a 


Less than | year 
1952 1-3 years 
Over 3 years 


to 


Less than 1 year 
1953 1-3 years 
Over 3 years 


NN Koon 


Less than 1 year 
1954 1-3 years 
Over 3 years 


be 
DD 


w 


Less than 1 year 
1955 1-3 years 
Over 3 years 


WAN 


tow 
~ 


to 


Less than | year - 
1956 1-3 years - - 1 
Over 3 years - - - 


JUNE, 1960 


18 «63006 4 3 
29 36 30 iW 7 9 
5 1 18 15 7 #5 oo 
5 4 15 8 6 3 9 4 
13 9 9 4 8B 
7 3 6 7 : 8 6 
8 9 7 5 8 8 4°} 
515 6 4 8 9 6 3 
9 5 3 2 4 2 B+ ee 
5 8s 7 8 2 6 4 
1 10 16 4 7 4 
5b 6 13 3 4 2 3 5 
4 9 10 6 3 4 1 1 
2 6 2 4 6 
4 2 9 9 7 
l 9 7 3 
2 4 8 1 
3 7 15 


at 
4 
fa 
| 
| 
= 
“el 
| 
— 
Apr. May June Aug. Nov. Dee 
9 
are 
3 
853 


this age by greater care in the home. 
Later on, when children left the home 
and came in closer contact with virus 
carriers, mostly of the LSS group, ex- 
posure to infection with the virus took 
place and clinical or subclinical illness 
resulted. Thus cases past infancy com- 
prised the larger part of the HSS group 
of patients. 

Family histories obtained pa- 
tients belonging to the LSS frequently 
revealed the death of one or more sib- 
lings from causes unknown to the par- 
ents. This was very rare among fami- 
lies belonging to the HSS. A substantial 
number of these children may well have 
died from poliomyelitis. One wonders 
whether among these immigrants the 
disease was really more widespread in 
Israel than it had been in their coun- 
tries of origin. 

Virological study of the epidemic 
eventually will provide the answer as 
to whether a new strain of poliomyelitis 
virus was introduced into Israel by these 
immigrants; however, there appears to 
he some evidence to point to such a 
possibility. The increasing number of 
cases of poliomyelitis among the Arab 
population after the termination of the 
security isolation may be explained rea- 
sonably as due to a strain of poliomye- 
litis virus. different from that which was 
present among them before the estab- 
lishment of Israel. Such a possibility 
was not necessarily contradicted by the 
absence of adult cases, as cross im- 
munity to different strains has been 
demonstrated. The decline in the num- 
her of cases in 1956 among the Arab 
population in northern Israel could well 
he the result of massive exposure to the 
new virus. 


The seasonal distribution of cases was 
related to different factors. No rela- 
tionship was found to the social strata, 
to the age group, or to the type of set- 
tlement in which the cases were living. 
A very marked similarity was observed 
between the seasonal distribution of the 
poliomyelitis cases and that of bacterio- 
logically proved cases of dysentery in 
the same part of Israel.* This fact is 
interpreted as indicating that spread of 
the disease throughout the epidemic re- 
sulted from personal contact, vectors. 
such as flies, food contamination, and 
environmental contamination. 


Summary 

The 1950-1956 poliomyelitis epidemic 
in northern Israel has been reviewed. 
The four outstanding characteristics of 
this epidemic have been outlined: a 
severe outbreak with a quick spread 
throughout the country; limitation of 
the affected group to infancy and early 
childhood; the European higher social 
strata of the population was predomi- 
nantly affected; and the seasonal dis- 
tribution of the disease was similar to 
that of dysentery, the majority of the 


cases occurring during the hotter months 


of the year. The possible origins of 
the epidemic have been discussed. 
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The thesis of this paper is that some of the current problems of mental 


illness may be illuminated by historical analysis. General paresis, 


endemic cretinism, and the psychosis of pellagra are examined 


in this context, and several conclusions emerge that have 


MENTAL ILLNESS 


George Rosen, M.D., Ph.D., F.A.P.H.A. 


A POSSIBLE FACTORS in the etiology of 
general paresis, Krafft-Ebing in 
1877, listed such diverse elements as 
heredity, the menopause, trauma to the 
head, excessive heat and cold, fright, 
alcoholism, excessive venery, exhaustion 
as a result of earning a living, and the 
smoking of from 10 to 20 Virginia 
cigars daily.!_ While sexual dissipation 
is included, there is no specific mention 
of syphilis. Indeed as late as 1898, the 
pathologist, Virchow, vigorously denied 
the syphilitic origin of general paresis.* 
Yet. 20 years before Krafft-Ebing’s dis- 
cussion, in 1857, Esmarch and Jessen 
had already postulated a causal relation- 
ship between syphilis and mental dis- 
order.® and 15 years after Virchow’s 
dogmatic denial, Noguchi and Moore 
demonstrated Treponema pallidum in 
the brain of paretic patients. 

Throughout most of this period, how- 
ever, despite accumulating evidence in 
favor of an infectious origin, causal ex- 
planations of general paresis in psy- 
chologic and social terms continued to 
enjoy credit. Indeed, the situation was 


not unlike that which characterizes cur- 
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implications for further research on mental illness. 


PATTERNS OF DISCOVERY AND CONTROL IN 


rent efforts to unravel and to achieve 
an understanding of the etiology of the 
functional psychoses. No single view on 
the causation and pathogenesis of these 
disorders is currently regarded as gen- 
erally acceptable. Rather a multiplicity 
of diverse viewpoints prevails.® Schizo- 
phrenia may be taken as an example. 
Bowman and Rose point out that “A 
great many explanations of what goes 
on in schizophrenia have been proposed 
and attempts made to account for the 
clinical data by relating them to one 
theoretical framework or another. There 
are explanations which are largely psy- 
chodynamic, cultural or sociological, 
psychosomatic, biological (including he- 
reditary), and biochemical.’”® 

This situation has in part created and 
in part been affected by a concept of 
etiology which is as inchoate as it is all- 
embracing. The most succinct expres- 
sion of this standpoint was offered in 
1955 by the National Advisory Mental 
Health Council. “The concept of etiology 
as embraced by modern psychiatry,” it 
said, “differs from the simple cause and 
effect system of traditional medicine. It 
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subscribes to a ‘field theory’ hypothesis 
in which the interactions and_trans- 
actions of multiple factors eventuate in 
degrees of health or sickness.”? From 
this idea it is not far to the recent state- 
ment by Menninger and his co-workers 
that “There are no natural mental dis- 
ease entities,” or to the logical corollary 
of this retreat into resignation—a_ uni- 
tary concept of mental illness and health.* 

In the face of the confusion and ob- 
scurity, not to say obscurantism, which 
mark numerous current endeavors to 
understand and to control mental illness, 
a retrospective analysis of the ways in 
which certain earlier problems of mental 
disease have been untangled and con- 
trolled may perhaps shed light on the 
nature of current difficulties. Do these 
earlier instances exhibit some pattern of 
development, or of discovery? Can cer- 
tain types of data emerge, or be under- 
stood only at certain levels in such a 
pattern? Are we at present, perhaps, 
expecting too much from too little? Is 
the concept of etiology in terms of “any- 
thing goes” hindering the most effective 
ordering of the available data? Are 
there cultural biases that predispose 
clinicians and research investigators to 
lend credence more readily to some re- 
ports than to others, or to seek in one 
direction rather than in another? With 
such questions in mind, the history of 
general paresis. cretinism, and the psy- 
chosis of pellagra will now be examined. 


General Paresis 


Appearing in Europe toward the end 
of the fifteenth century as an acute epi- 


demic disease, syphilis spread rapidly 
through the population. 
outbreak of the disease, however, there 
was no definite mention for almost two 
hundred years of any clinical manifesta- 
tions that can with certainty be at- 


Following the 


tributed to general paresis.* Indeed, it 


was not until the early decades of the 
nineteenth century that general paresis 
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was identified as a separate disease 
entity. How can we explain this strik- 
ing fact? Were there no cases of paraly- 
sis? Did the disease appear but was 
not recognized? While it is doubtful 
whether these questions can ever be 
answered with any finality, a plausible 
explanation may be advanced. 

Account must be taken first of changes 
in concepts of disease. Ancient and 
medieval physicians did not generally 
distinguish different specific diseases, 
but were concerned rather with various 
groups of symptoms exhibited by sick 
people. A new and important approach 
to the problem of the nature of disease 
was made, however, in the seventeenth 
century by Thomas Sydenham. Not pri- 
marily concerned with the ultimate na- 
ture of disease, he directed his attention 
to the phenomena observed at the bed- 
side. Furthermore, he thought in terms 
of diseases rather than of disease as a 
general condition, and was firmly con- 
vinced that it was possible to draw up 
a complete picture of each disease, much 
as one described a plant or animal. By 
abstracting the signs and symptoms 
which he saw repeatedly in sick people, 
and arranging them in a coordinated 
manner, Sydenham arrived at a concept 
of a disease as an entity, an objective 
thing in itself. 

This idea of disease description and 
differentiation was taken up and de- 
veloped during the eighteenth century. 
However, these efforts to describe and 
classify morbid conditions had great 
shortcomings. Symptoms furnished the 
only basis upon which diseases could 
be distinguished, with the result that 
symptoms exhibiting a superficial simi- 
larity, but differing widely in patho- 
significance were often 
grouped together. There was as yet no 
clear-cut idea of the intimate relation- 
ship between organ lesion and clinical 
observation. This situation is reflected 
in the earliest reports relating to general 
paralysis. 


genesis and 
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Beginning with Willis in 1672, a num- 
ber of writers — Haslam (1798), Cox 
(1804), Esquirol (1805, 1814), Georget 
(1820), Delaye (1824), Calmeil (1826) 
—described a kind of paralysis asso- 
ciated with mental illness.'° The clinical 
features of the condition were described 
quite accurately by these authors, but 
they were not aware that they were 
dealing with a separate and distinct 
disease entity. Some considered the 
paralysis an illness causally independent 
of the associated dementia, or as a com- 
plication of various forms of mental dis- 
order. Clinical observation was not 
enough to establish general paresis as a 
disease entity, particularly in view of 
its chronic development, its variegated 
manifestations, and unknown etiology. 

Furthermore, a number of other fac- 
tors must be taken into account. In the 
first place, syphilis was originally an 
acute disease which killed a number of 
its victims before tertiary manifestations 
could develop or become apparent. Sec- 
ond, the mortality in earlier periods was 
so high because of epidemics, famines, 
wars, and diseases due to insanitary con- 
ditions that many possible candidates 
for tertiary lues died much earlier in 
life. In seventeenth century France, for 
example, of 1,000 live births, only 475 
individuals attained the age of 20, 318 
the age of 40, and 130 the age of 60." 
Third, not all syphilitics develop general 
paresis. Obviously, in order to arrive 
at the concept of a distinct disease entity, 
something more than mere clinical ob- 
servation was necessary. 

The clinical approach to the study of 
disease was paralleled by an anatomical 
one. Anatomical investigation had been 
sedulously cultivated for centuries, and 
in the course of innumerable dissections 
and autopsies, a mass of pathological 
observations was collected. Gradually 
the view gained ground that the reac- 
tions observed in human beings under 
the stress of disease are related to the 
organ lesions found after death. This 
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idea was first given effective expression 
by Morgagni in his work “De sedibus 
et causis morborum” which appeared in 
1761 at Venice. In this famous book, 
Morgagni showed conclusively that dis- 
ease has a definite seat in the organs 
and that pathological changes in organs 
are responsible for most symptoms. By 
firmly linking the symptoms which con- 
stitute the clinical picture of a disease 
to an anatomical base which explained 
them, Morgagni opened up the possi- 
bility of observing the mechanism of 
disease and indicated the path to be 
followed by future research. The fusion 
of the clinical and anatomical ap- 
proaches and their systematic applica- 
tion was the great contribution of the 
Paris school of clinical pathologists from 
1800 to 1850. As a result of their labors 
there emerged from the earlier uncer- 
tainties and confusion relatively clear 
and critical pictures of diseases based 
upon the idea that there was a definite 
connection between the clinical findings 
and the lesions observed in various or- 
gans at autopsy. 

Application of this method to the 
problem of dementia and paralysis led 
eventually by the middle of the nine- 
teenth century to the delineation of a 
disease characterized by disturbances of 
motility, mental derangement, and path- 
ological changes in the nervous system 
underlying these phenomena. This con- 
tribution was essentially the work of 
the French school. In 1822, Bayle of- 
fered a concept of general paralysis as 
a disease entity marked by several dis- 
tinct stages. The patients exhibited at 
first a variety of grandiose ideas and 
excitement; then further disturbances of 
intellectual function, agitation, and pa- 
resis; and finally a greater or lesser ob- 
literation of ideas, extensive paralysis, 
and sometimes paroxysms of agitation. 
Bayle felt that the symptoms did not 
occur as part of any other mental ill- 
ness.!* 

This view was not immediately ac- 
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After all there were cases of 
paralysis without 
mental symptoms. Most of the early 
studies dealt with asylum populations. 
and it was felt that the findings did not 
apply to other groups. Furthermore. 
there was a considerable lack of clarity 


cepted. 


progressive general 


as to the sequence and relationships of 
the mental and physical aspects of the 
Today it is clear that the 
widely divergent views were based on 
the study of different facts. 

Some considered the disease as a com- 


condition, 


plication and consequence of various dis- 
orders, for example, Esquirol (1838). 
Others regarded it as a progressive dis- 
ease with or without mental derange- 
ment. Baillarger, in 1817, stressed the 
division of general paralysis into two 
categories with or without mental symp- 
toms, and indicated the great importance 
of differential diagnosis. Since he con- 
sidered the disturbance of motility pri- 
mary. Baillarger attempted in the same 
year to test patients by means of a gal- 
vanic current, 

By the fifties and sixties, however, the 
clinical and pathological alterations had 
heen quite accurately delineated. Falret. 
in 1853, established the nature of the 
disease in terms, which, broadly speak- 
ing. are still valid. He described it as 
a specific mental illness with character- 
istic paralyses, a typical course and 
typical psychotic manifestations."” Mean- 
while other investigators had been mak- 
ing studies of the pathological findings 
in the nervous system. Parchappe in 
1838 reported inflammatory softening of 
the cerebral cortex in cases of general 
paralysis, and by 1858 he had autopsied 
322 cases confirming his earlier findings. 

With the general outlines of the con- 
dition fairly well established. attention 
shifted to the differentiation of the vari- 
ous forms of paralysis and to the ques- 
tion of etiology. At the same time, 
German contributions to these problems 
became increasingly prominent and sig- 
nificant. Hoffmann reported in 1848 


that one-sixth of the patients at Leubus 
were paralytics, and in 1851 Stolz pub- 
lished similar figures for the asylum at 
Hall in the Tyrol.'* The first important 
German-language clinical description of 
general paresis, a paper by Duchek of 
Prague, in which he depicted the four 
phases of the disease, also appeared in 
1851. Attention was turned to the dif- 
ferentiation of general paresis from tabes 
dorsalis, and in 1871 a means was found 
to do this. Westphal observed that the 
patellar tendon reflex was absent in tabes 
dorsalis, and when it was shown that 
this reflex was present in general paresis 
it became possible to separate cases of 
the two diseases. By the eighties, the 
clinical phenomena had been quite well 
defined, and to them were added the 
results of histopathological studies. 
While opinions as to the nature of the 
histopathological changes remained di- 
vided for a number of decades, they did 
establish the physical causation of gen- 
eral paresis. These studies found their 
culmination in Alzheimer’s description 
in 1904 of the microscopic changes in 
the brain of general paretics.’® 

The histopathological studies not only 


provided more precise knowledge of the 


pathogenesis of general paralysis, but 
they reflect another shift in the study 
of the disease, a shift to the laboratory. 
And it was ultimately through the labo- 
ratory that the etiology of general paraly- 
sis was clarified and established. While 
the early writers on this subject con- 
sidered the question of etiology. their 
views were quite diffuse. Bayle dis- 
cussed causation in two broad categories. 
moral and physical. Social and psycho- 
logical factors which comprised _ the 
former group were considered as potent 
etiologically as the physical causes. The 
more frequent occurrence of the disease 
among former officers and soldiers of 
the Napoleonic armies was explained 
in terms of the privations experienced 
by these men, the terrors of war, their 
excessive drinking, and the disappoint- 
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ment resulting from the defeat of Napo- 
leon. Emotional causes such as violent 
love or profound jealousy seemed to be 
involved in some cases. In others, ex- 
cessive intellectual activity, grief, sorrow. 
and similar factors predisposed to the 
disease. Syphilis was considered a pos- 
sible etiological factor, but only one of 
several. Hereditary tendencies seemed 
to be more important in some instances. 
and the preponderance of the male sex 
among the patients was considered sig- 
nificant. The role assigned to syphilis 
is characteristically summed by 
Bayle. “About one-fifth of the patients 
whom I observed,” he wrote, “indulged 
in venereal excesses and often contracted 
syphilitic ailments. However, excesses 
of this kind and the illness which follows 
them are so frequent that | would not 
venture to include them among the pre- 
disposing causes of chronic meningitis. 
In addition, a physician, M. Cullerier. 
whose opinion has great weight in this 
matter. thinks that syphilis has no in- 
fluence whatever upon the development 
of mental alienation.”'® 

Throughout the first half of the nine- 
teenth century and well into its second 
half. French clinicians and those who 
took their cues from them, tended to 
stress sociopsychological and hereditary 
factors in the etiology of general paraly- 
sis. For example, Esquirol mentions 
that one-twentieth of those admitted to 
the Salpétriére were formerly prostitutes. 
After indulging in all kinds of excesses, 
they succumb to a form of dementia 
complicated by paralysis. Yet he did 
not associate the occupational hazard of 
these women—syphilitic infection—with 
their mental illness. Other examples 
might be cited. Indeed the situation is 
all the more striking because it was 
during this period that the French school 
gained one of its greatest distinctions 
by reestablishing clarity in the under- 
standing of clinical syphilis. John 
Hunter had thrown the subject into con- 
fusion by denying the duality of syphilis 
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and gonorrhea. Beginning with Ricord 
in 1837, the French school developed 
the clinical knowledge of syphilis as far 
as could be done before the discovery of 
the organism in the twentieth century. 
Why then was syphilis not more closely 
associated with general paralysis in 
terms of etiology ? 

An answer to this question must take ac- 
count of the climate of opinion in which 
these studies were carried on, and of the 
elements in it by which they were affected. 
Since the eighteenth century the view was 
widely held that civilization was an im- 
portant factor in the causation of mental 
illness.'* Furthermore, during the nine- 
teenth century many psychiatrists be- 
lieved that insanity must be increasing 
because society was becoming more com- 
plex. Edward Jarvis, an American phy- 
sician, concluded in 1851 that insanity 
is “a part of the price we pay for civili- 
zation. The causes of the one increase 
with the developments and results of 
the other.”'* This belief in the rising 


‘tide of madness is a theme that is played 
_with numerous variations throughout 


the century. 

Ackerknecht has made the provocative 
suggestion that the belief in a progres- 
sive increase of insanity during the 
nineteenth century is an aspect of the 
belief in progress, that the belief was 
firmly held even when there was no 
firm basis in fact because the greater 
prevalence of mental illness was evidence 
of more advanced civilization, since 
civilization was considered a basic ele- 
ment in its causation. As Jarvis put it, 
insanity was the price paid for the high 
level of civilization attained by _nine- 
teenth century western Europe as a 
consequence of the Industrial Revolu- 
tion. Not all investigators subscribed 
to this view. Esquirol, for example, 
believed the rise in mental illness was 
more apparent than real. Nevertheless, 
the very fact that the problem received 
so much attention and was so hotly de- 
bated meant that special areas of in- 
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terest like general paralysis were more 
likely to be affected. Thus, it is not 
surprising to find the question raised: 
Is general paralysis a modern disease, 
and is it increasing ? 

Lunier, the first historian of the dis- 
ease, commented in 1849 that while pa- 
resis had probably occurred in earlier 
periods, there was no doubi of its in- 
crease with the advance of civilization.’® 
Moreau, in 1850, saw the progress of 
civilization as the cause of the increasing 
frequency of general paralysis, and Bail- 
larger begins his account of the early 
history of the disease with the statement: 
“The occurrence of this terrible disease 
seems to increase daily.”*° Even at the 
end of the nineteenth century and in 
the early years of the twentieth century, 
at a time when the role of syphilitic in- 
fection in the etiology of general paresis 
was becoming increasingly clear, atten- 
tion was still focused on the rise in the 
number of cases and the possible social 
causes of this development. Krafft-Ebing. 
in 1895, attributed this increase to 
changes in social conditions which had 
brought about a physical, and even more 
specifically neurological deterioration of 
large segments of the population.* 
Kraepelin,** Riidin,** and others** ex- 
pressed similar views more than a dec- 
ade later. According to Kraepelin the 
civilized peoples had lost certain pro- 
tective mechanisms, which are still pres- 
ent among primitives and which make 
it difeult among them for paralysis to 
develop from lues. 

This approach was further reinforced 
by the introduction of Morel’s degenera- 
tion hypothesis in 1857.25 He defined 
degenerations as pathological deviations 
from the normal type, which are trans- 
missible through heredity and which 
develop progressively to death. Degen- 
eration was due to intoxications, social 
milieu, pathological temperament, 
redity, and acquired or congenital in- 
sults of various kinds. Once acquired, 
the various generations of a family went 
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inexorably to their doom. Mental illness 
was the degenerative condition par ex- 
cellence, and for many general paralysis 
became a degenerative disease. This 
theory of predestination in terms of an 
original biological sin exerted a power- 
ful attraction on many psychiatrists, and 
directed their attention away from any 
concept of specific etiology. This was a 
comfortable position to occupy at a time 
when specific etiology in general was 
largely out of favor. and epidemiological 
theories were framed in vague environ- 
mental terms.*° 

Under such circumstances, it becomes 
clearer why syphilis seemed to be no 
more significant in the etiology of gen- 
eral paralysis than other factors. Never- 
theless, it was in the very year in which 
Morel brought out his degeneration hy- 
pothesis that Esmarch and Jessen pro- 
posed a specific etiology for the disease 
with syphilis as the essential cause.** 
Interestingly enough, Griesinger. who 
insisted that mental diseases are illnesses 
of the brain, rejected this hypothesis as 
improbable. Nonetheless, the evidence 
in support of this assumption accumu- 
lated slowly but surely. In a statistical 
study, Jaspersen, a Dane, showed in 
1874 that 90 per cent of all paralytics 
had previously had syphilis.** By 1894, 
Fournier was able to cite a number of 
statistical studies which showed that 
syphilitic infection was far more com- 
mon in the history of general paretics 
than in the past of other mental patients. 
It was found in 65 per cent of the 
former and only in 10 per cent of the 
latter. “Such being the case,” Fournier 
concluded, “how in any logical sense 
is it possible for syphilis to have no 
connection with the causation of general 
paralysis 

The answer of course became increas- 
ingly evident. From a variety of sources 
evidence accumulated and made it more 
and more difficult to dispute that the 
close correlation between syphilis and 
general paresis was an etiological one. 
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A striking piece of evidence was pro- 
vided by Krafft-Ebing in 1897. Nine 
paretics with no history of syphilitic in- 
fection were inoculated with luetic ma- 
terial. None of the experimental sub- 
jects developed secondary symptoms, 
and the inference was drawn that they 
had previously been infected.*° This 
observation is obviously similar to those 
upon which Colles based his dictum of 
1837 that a woman who gave birth to 
a syphilitic child was herself immune 
to syphilis. 

Further important support came from 
the laboratory. Under the influence of 
Virchow’s cellular pathology, a number 
of investigators undertook to study the 
pathological changes in tissues and cells. 
With the creation of the conceptual and 
technical bases of microbiology, others 
began to study the immunological prop- 
erties of blood and other body fluids. 
In 1890, Quincke showed that cerebro- 
spinal fluid could be obtained by direct 
lumbar puncture, and investigations of 
this material were soon turned to diag- 
nostic purposes. Study of the chemical 
and cytological components of the cere- 
brospinal fluid revealed a combination 
of findings characteristic of general pa- 
In 1906, Wassermann and his co- 
workers evolved the complement-fixation 
test known by his name, and other tests 
were developed later. The serological 
tests not only confirmed the syphilitic 
nature of active lesions, but also showed 
that a latent syphilis could be present 
in an individual, even though there were 
no active lesions. Lange introduced the 
colloidal gold test in 1912. 

By this time, the syphilitic etiology of 
general paresis was quite generally ac- 
cepted. As Ménkemiller put it in 1911, 
“the opponents of this causal connection 
are almost completely silenced.”*! 
Finally, in 1913, all remaining doubts 
were set aside by the demonstration of 
the syphilitic organism in paretic brains. 
More than two hundred years after the 
problem of general paresis first appeared 


resis. 
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dimly on the medical horizon, this dis- 
covery finally brought clarity into a 
perplexing etiological problem and made 
possible an approach to rational meth- 
ods of control. Obviously, if syphilis 
was the ultimate cause, prevention of 
paresis meant prevention of syphilis. 
Where this could not be achieved, early 
detection and treatment of syphilitic in- 
fection were in order, And it was now 
possible to endeavor to develop a 
rational therapy directed at the cause. 
As is well known, the steady decline in 
the incidence of general paresis has 
been due to the measures of control 
instituted in the last forty years on the 
basis I have just described. 

I have devoted a large part of this 
discussion to general paresis because it 
illustrates clearly a number of important 
points. One is the problem of concep- 
tualization. Whether one or more clinical 
observations represent a single disease 
entity or a group of phenomenologically 
similar, but basically unrelated disorders 
is a matter of fundamental importance. 
In order to establish etiology, whether 
single or multiple, one has to have some 
reasonably clear notion of the entity to 
which etiological factors are related. 
This problem is not unique to mental 
illness but applies as well to other dis- 
eases. For a long time this was a prob- 
lem in pulmonary tuberculosis, where a 
number of conditions with common 
clinical symptoms were subsumed under 
the common label “consumption.” Even- 
tually, consumption was separated into 
several distinct entities with differing 
etiologies. Very probably the under- 
standing of schizophrenia is at a similar 
level today. 

In short, conceptualization at a clinical 
level is the first stage in understanding 
a disease. Where a disease occurs in 
acute form and with striking manifesta- 
tions, the observations upon which clini- 
cal conceptualization is based enable the 
structuring which results in the dis- 
covery of a disease entity. However, 
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where diseases are of long duration and 
the clinical observations cannot be as 
sharply delineated or controlled, clinical 
conceptualization is much more difficult. 
As a result. the search for etiologic fac- 
tors may very possibly lead into blind 
alleys. The search for meaningful asso- 
ciations of pathogenetic factors must 
take off from a clinical base, but the 
clinical data must also be related to 
observations and data derived from 
other levels of investigation. This is the 
second stage in the pattern of discovery. 
But if the clinical data or variables are 
not well defined, the significance of in- 
formation derived from other levels. for 
example, the chemical or the psychologi- 
Horwitt 
has clearly shown how much research 
in schizophrenia is vitiated by environ- 


cal. may be highly dubious. 


mental artifacts based on inadequate 
recognition or delineation of the in- 
volved variables.** This does not mean 
that one should wait until the mental 
disorders are classified and recognized 
in pure phenomenological form before 
beginning the quest for causation, but 
it does emphasize the need for critical 
evaluation and understanding of the 
level at which the problem is being 
studied. 

Levels of investigation may also be 
considered as frames of reference within 
which investigators carry on their work. 
As a reflection of the level of knowledge. 
the frame of reference tends to focus 
the investigator's perception of the prob- 
lem. Where the level of knowledge is 
essentially clinical and observational. 
with few correlates on other levels, there 
is wide latitude for the postulation of 
putative etiological factors and processes. 
A recent article by Kubie on the possi- 
bility of a preventive psychiatry is per- 
tinent here.’ By postulating an almost 
ubiquitous neurotic process very early 
in life. and by relating it directly to 
some of the most complex social institu- 
tions, Kubie predetermines his basically 
negative answer to the possibility of a 


preventive psychiatry. Furthermore. by 
operating within a psychoanalytic frame 
of reference, and by insisting on the 
independence of the psychological vari- 
ables, the postulated neurotic process 
hecomes part of a closed system. In 
these terms, it can neither be accepted 
nor rejected out of hand. Ultimate 
acceptance or rejection would depend on 
the extent to which data can be obtained 
outside this framework to support the 
postulated etiologic factor or process. 
Here too the case of general paresis is 
instructive. Data to support the syphi- 
litic etiology came not alone from the 
clinical association of syphilis and gen- 
eral paralysis, but in addition from path- 
ological studies, statistics, microbiology, 
and immunology. Within this constella- 
tion the social and psychological ele- 
ments then found their appropriate 
places. In a sense, one can think of 
linked open conceptual systems where 
what happens in one system can have 
an effect on the others. 


Pellagra and Cretinism 


The latter point may be usefully ex- 
amined in the histories of pellagra and 
cretinism. Pellagra was first observed 
and described in Spain by Gaspar Casal. 
a physician of Oviedo.** He saw the 
first cases of the disease, which he called 
mal de la rosa, in 1735, but his findings 
were not published until 1762. three 
years after his death.*° Thirty-six years 
after Casal saw the first cases, Francesco 
Frapolli reported the existence of the 
disease in Lombardy, and named it pel- 
lagra (rough skin), the term by which 
it is still designated.*® Thereafter pel- 
lagra was observed in France, Rumania, 
the United States, and in a number of 
other countries. There is no need here 
to delve deeply into the history of pel- 
lagra. Those who are interested may 
consult the works of Roussel (1866) and 
Hirsch (1883-1886) 37 

Significant for this discussion, how- 
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ever, is that pellagra appeared in com- 
paratively recent times as a_ disease 
hitherto unknown. The clinical picture 
was described quite accurately from the 
very outset —- the skin manifestations 
which gave the disease its name, the gen- 
eral weakness and the systemic com- 
plaints, and finally the psychotic mani- 
festations associated with the disease. 
Clinically, the disease was conceived 
initially as a distinct entity, Also prac- 
tically from the outset it was observed 
that pellagra occurred almost exclusively 
among the poorest of the rural popula- 
tion. Furthermore, in the search for 
the etiology of pellagra attention turned 
very early to the use of maize as food. 
While some attempts were made to ex- 
plain the etiology of pellagra in terms 
of contagion or heredity, such explana- 
tions were not taken very seriously ex- 
cept fer a short period early in the 
twentieth century. 

In contradistinction to general paresis, 
the story of pellagra is one where the 
major phenomenological aspects of the 
disease were established early. However, 
the essential cause of pellagra was not 
discovered until 200 years after it was 
first observed, and some two decades 
after a method for controlling the dis- 
ease had been determined. The latter 
point is, of course, not unusual. Dia- 
betes mellitus is a good example of an 
extremely complex metabolic cisease in 
which the accumulation of knowledge 
and the elucidation of one major link in 
the causal chain has led to a life-saving 
form of treatment even though the ac- 
tual cause of the condition is unknown. 
How then can we understand the pattern 
of discovery in pellagra? To answer 
this question, a brief review of the eti- 
ologic theories current in the nineteenth 
century will be useful. 

There were two basic explanations. 
One derived from the imputed affinity 
of pellagra to ergotism. Spoiled grain 
was known to cause ergotism, and by 
analogy it was suggested that pellagra 
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was due to damaged maize. Pellagra 
was thus conceived as the consequence of 
a toxic process produced by a poison 
arising out of decomposition changes in 
maize. The function of the level of 
knowledge as a perceptual frame is 
clearly evident in this theory. 

The second theory explained pellagra 
in terms of a protein deficiency. It had 
been observed that the disease occurred 
in epidemic form, particularly when 
there were extreme shortages of food 
among peasant populations. Yet it was 
also known that the disease appeared in 
people who were not among the poorest, 
but who lived very largely on maize. 
According to this theory, pellagra was 
due to the low nutritive value of a 
maize diet. It appeared where maize 
formed an exclusive or at least a pre- 
ponderant part of the diet, and was due 
specifically to the small amount of nitro- 
gen in it. In short, pellagra was a 
nitrogen, or protein deficiency disease. 

These theories were based on biologic 
knowledge available in the nineteenth 
century. The bacteriologic discoveries 
at the end of that period tended to rein- 
force the view that disease was due to a 
pathogenic agent introduced into the 
organism. This biologically plausible 
explanation was not consistent with the 
idea that a disease such as pellagra could 
be caused by a deficiency of a metabolic 
constituent, especially a constituent of 
an unknown kind. And here lies the 
crucial significance of Goldberger’s 
classic epidemiologic studies, in the ir- 
refutable establishment of a biologically 
implausible situation, thus creating a 
whole new area for further study. At 
the same time, his investigations indi- 
cated the means for control of pellagra 
and its associated psychosis. But the 
precise biochemical factor, called PP 
(pellagra preventive) by Goldberger, 
was not identified with nicotinic acid 
until 1937.8 

The history of cretinism is in some 
respects similar to that of pellagra. 
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Cretinism has been recognized as a clini- 
cal entity in Europe since the sixteenth 
century. The first published descriptions 
were those of Felix Platter (1602) and 
Paracelsus (1603). The former's ac- 
count covers the salient features: dis- 
proportion of the body, deaf-mutism and 
mental retardation. Platter also observed 
that some cretins had goiters while 
others did not. and he noted the distribu- 
tion of cretinism throughout the Alpine 
lands, particularly Switzerland — and 
Carinthia. Since then good descriptions 
of cretinism have been given by numer- 
ous investigators, and it has been pos- 
sible to classify this condition into five 
types: endemic cretinism, congenital 
thyroid aplasia. familial congenital goi- 
trous cretinism, acquired athyroidism, 
and acquired hypothyroidism.** — This 
classification based on current’ knowl- 
edge derives from the fact that absence 
or dysfunction of the thyroid gland are 
central to the production of the cretinous 
state. There is no doubt that in the 
eighteenth and nineteenth centuries idi- 
ots and other mental defectives were 
sometimes classed as cretins. However. 
this did not basically hinder the iden- 
tification of cretinism and hypothyroid- 
Furthermore, 
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ism by Gull in 1875 
thyroid medication was a logical se- 
quence of the recognition of the unity 
of myxoedema and cretinism, and of the 
role of the thyroid in their etiology. 
Nevertheless. the causation of endemic 
ecretinism has been marked by contro- 
versy since the condition was first de- 
scribed. For example, the relationship 
of endemic goiter to endemic cretinism 
is still in dispute. More recently the role 
of genetic factors, especially as an aspect 
of intermarriage in relatively isolated 
cretinous districts, has been emphasized 
in this connection. Suggestive also is 
Clement’s comment that “the discoveries 
in respect of inherited deafness and con- 
genital deafness, the sequel of maternal 
rubella, have clearly revealed the need 
for making careful inquiries into the 


family history of persons with deaf mu- 
tism alone in goitrous areas before label- 
ing them the victims of endemic goi- 
tre.”*' Clearly, the problem of cretinism 
in terms of pathogenesis is still far from 
solved, even though the condition has 
heen well defined clinically, and much 
is known about thyroid function in rela- 
tion to the severity of clinical phenomena. 


What Does It Mean? 


What inferences, if any, can be drawn 
from the examples discussed above. I 
believe they may be set forth as follows: 
There is a pattern of discovery in the 
sense that the problem must first be de- 
fined in clinical terms. This is more 
easily accomplished in certain cases; it 
is more difficult in others. Clinical con- 
ceptualization depends to a considerable 
degree on the acuteness of the morbid 
process and on the striking character of 
the presenting signs and symptoms. 
Pellagra and cretinism are illustrative 
on this point. Furthermore, diseases 
have a history not only in the sense that 
they appear at a given point in time, 
e.g., pellagra, but also in the sense that 
some diseases change their character 
over time, from acute to chronic, from 
virulent to mild. Account must be taken 
of such aspects in any endeavor to con- 
ceptualize diseases, especially mental ill- 
nesses which in so many instances are 
long-term in character. 

Clinical conceptualization, however, is 
only one aspect of the pattern of dis- 
covery. The second is the relation of 
clinical data to other kinds of data— 
statistical. biochemical, sociologic, or 
psychologic. As has been pointed out, 
these types may be considered as levels, 
and the pattern of discovery for a given 
problem is established in terms of the 
relations between the various levels in- 
volved. If to this relationship is added 
the dimension of time, the pattern of 
discovery may be conceived as a process, 
or as a pattern of interactions out of 
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which under given conditions there can 
emerge a whole or partial answer to the 
initial disease problem. 

What then are the implications for 
mental illness? In the first place, the 
history of mental illness may yield clues 
that are not otherwise apparent. For 
example, as cultures change in history, 
new styles of mental illness arise: and 
in the same culture psychopathologies 
differ at different periods. In Europe, 
the various outbreaks of the dancing 
frenzy in the thirteenth and fourteenth 
centuries gave way to epidemics of pos- 
session by demons from the fifteenth to 
the eighteenth centuries. These activities 
of the Devil were in turn displaced by 
the hysterical convulsions and twitchings 
of the eighteenth and nineteenth cen- 
turies, and in our day the psychosomatic 
disorders seem to have pride of place. 

Second, there is available considerable 
knowledge relevant to mental illness or 
organ physiology, psychodynamics, and 
the functioning of small and large social 
systems. Nonetheless, still more knowl- 
edge is needed, for instance, on the func- 
tioning of the nervous system in bio- 
chemical and biophysical terms. Even 
more significant, however, would be en- 
deavors to take knowledge already avail- 
able in the various areas that have been 
mentioned, and to design studies which 
would explore patterns of _ relations 
among them. This is the direction in 
which history points. This is what hap- 
pened in the past, and what will have to 
happen in the future if the mental dis- 
eases are to be understood sufficiently so 
as to be amenable to control. 
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Dr. Rosen is professor of health education, Columbia University School of 
Public Health and Administrative Medicine, New York, N. Y. 

This paper was presented before the Mental Health Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 
City, N. J., on October 19, 1959. 

This study was supported in part by a grant (M3171) from the National 
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Designing for Underground Dwellers 


Pennsylvania State University’s College of Engineering and Architecture has 
initiated a Shelter Research and Study Program relating to the planning. design. 
and analysis of shelters and structures to resist the effects of nuclear weapons. 

In the government-sponsored research program investigators will look into “the 
architectural engineering aspects of the shelter program—as well as the psychological. 
physiological, sociological, and economic aspects.” A comprehensive, integrated 
approach to studying the various requirements for habitability in shelters is required 
if a national underground protection and housing program is to be logically and 
economically planned. The college, noting that such an approach has long been 
wanting on the national scene, is now taking steps to fill the need through both 
research and curricula. 

Merritt A. Williamson, P.E., is dean. The program is under the direction of 
Professor Gifford H. Albright, assisted by Professor Allen F. Dill. In addition to 
other college staff members, faculty will include specialists in psychology, sociology, 
and physiology and in other disciplines of the university. 
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Still Fighting Polio 


MILLION Americans still lack 
the protection of polio vaccination. 
With the approach of the polio season, 
there is a real danger that cases of 
polio will continue to increase as they 
have in the past two years. Especially 
disturbing is the fact that almost half 
of the 20 million infants and children 
under five years of age have not yet 
had the minimum of three injections; 
and that over four and one-half million 
have had no vaccine at all. This is par- 
ticularly significant when one sees that 
last year, 43 per cent of the paralytic 
cases occurred in this age group. 

The latter fact is in line with the new 
epidemic pattern that poliomyelitis be- 
gan to follow in 1956, and which it has 
repeated on an even larger scale since 
then. The pattern first appeared in a 
slum area of Chicago where large num- 
bers of unvaccinated individuals were 
concentrated. This outbreak did not 


spread through the city but was con- 
centrated in a few areas, and most of 
the victims were preschool children. In 
1958, epidemics of a similar type oc- 
curred in Detroit and several cities in 
New Jersey. Many other areas reported 
an increased incidence. 


The epidemics 
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were concentrated in crowded slum areas 
where high proportions of the people 
had not been vaccinated. By the end 
of 1958, nearly 3,700 paralytic cases 
had been reported to the Public Health 
Service. 

In 1959, major epidemics occurred in 
Iowa, Missouri, and Arkansas. and most 
other areas of the nation also reported 
an increased incidence. Again, cases 
occurred chiefly among the unvac- 
cinated, particularly among preschool 
children in low-income areas. By the end 
of the year, about 5,700 paralytic cases 
had been reported. Over forty per cent 
were infants and children under five 
years of age. 

The reason for this development is 
not hard to understand, Salk vaccine 
can protect only those who use it. Given 
the cyclical occurrence of a disease, such 
as poliomyelitis and the existence of mil- 
lions of unvaccinated Americans, fluctua- 
tions of incidence are to be expected. 
All the facts show that the vaccine will 
protect at least nine out of every ten 
people if they take three or more in- 
jections. A few people, for reasons not 
yet understood, do not react to polio 
vaccine just as some do not react to 
smallpox vaccine and other types of 
immunizing agents. There is, therefore, 
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every reason to urge the public to avail 
themselves of the vaccine’s protection. 

Although members of the health pro- 
fessions have made a strenuous effort, 
over the past five years, to impress upon 
the public the importance of polio vac- 
cination, our responsibility will continue 
as long as preventable cases of paralytic 
polio continue to occur. For physicians 
in practice there is the responsibility to 
make certain that their patients—adults 
as well as children—are fully vaccinated. 
For the community health agencies—the 
health departments, voluntary health 
agencies, medical societies, and others— 
there exists the need to devise ways of 
reaching families in socioeconomic 
groups who do not seek medical care 
unless they are acutely ill. Most of the 
unvaccinated are in these groups. These 
efforts must be continued on a_year- 
round basis, because of the intervals at 
which the injections must be obtained to 
secure maximum protection against the 
summer polio season. Such efforts may 
need to be continued for a number of 
years before polio has been effectively 
brought under control. 


Strontium 90 and Fluoridated 
Water 


LUORIDATED WATER is now consumed 

by more than 30 million people in 
communities all over the country. Op- 
position to water fluoridation continues 
to be voiced, supported not by scientific 
evidence but by questions, by philosophi- 
cal arguments, and by fears. An objec- 
tion recently repeated, superficially a 
scientific one but actually specious. 
which was first proffered by Kerwin in 
the “Dental Digest,” 1958, capitalizes 
on the genuine alarm over radioactive 
fallout from atom bomb tests. Biolo- 
gists have pointed out the possible ulti- 
mate radiation injury from strontium 90 
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in the skeleton. Kerwin’s suggestion 
depicts strontium 90 fluoride deposition 
in the bones of those who drink flu- 
oridated water, thereby increasing the 
content of radioactive strontium in the 
bone and the consequent danger. This 
science wonder story thus combines in a 
single fallacious statement the fear of 
the effects of radiation with the fear of 
the effects of fluorides. However, let 
us examine a few facts. 

1. Strontium 90 is deposited. in bone. 
The possible deleterious effects of stron- 
tium 90 arise because (a) strontium acts 
like calcium in the body, (b) is de- 
posited in the bone, (c) stays there, 
(d) has a long half-life (28 years) and 
emits energetic radiation. In animals 
given sufficient doses, Sr90 has produced 
osteogenic sarcomata. 

2. Stable strontium (Sr85) is naturally 
present in blood and bone. For every 
2.000 calcium atoms in the blood or in 
the bone, there is one strontium atom. 
In many minerals, there is about one 
strontium atom for every 500 calcium 
atoms; i.e., the body prefers calcium. 
In the tiny bone crystals of hydrox- 
ylapatite mineral, strontium presumably 
occupies lattice positions normally held 
by calcium, probably mostly in surfaces 
since the diameters of atoms are not 
identical. 

3. Fluoride is also deposited in the 
bone. This bone-seeker par excellence 
occupies hydroxyl positions probably 
throughout the crystal as well as on 
crystal surfaces, because fluorine and 
hydroxyl ions are so nearly identical in 
size and charge. But let us emphasize 
that fluoride and strontium are de- 
posited and retained in bone. The mech- 
anisms of deposition are separate and 
independent. 

1. The fluoride content in the skeleton 
of an individual drinking fluoridated 
water is greater than would have been 
found had the drinking water contained 
essentially no fluoride (other factors re- 
maining constant). 
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5. No calcium fluoride (CaF2) crys- 
tals can be found in bones or teeth re- 
gardless of the fluoride content of the 
drinking water. When experimental 
animals were maintained on diets or 
given drinking water containing so much 
fluoride that they were barely able to 
survive, still no calcium fluoride was 
laid down in the skeleton. The extra 
fluoride accumulates by exchange with 
hydroxyl forming a mixed fluorhydrox- 
ylapatite. 

6. The solubility of calcium fluoride 
is about 16 mg/liter. The solubility of 
strontium fluoride is about 120 mg/liter. 

For a given concentration of fluoride 
in the blood, if strontium and calcium 
were present in equal concentrations, 
which they are not, there is an eight- 
fold greater chance of depositing CaF» 
than SrF»s. Since the calcium concentra- 
tion in the blood is approximately 2,000 
times the strontium concentration, the 
chance of depositing calcium fluoride is 
16,000 times greater than of depositing 
strontium fluoride. 

Only a relatively few strontium 90 
atoms are found along with the stable 
strontium 85 in the blood and bone. 
However, at the strontium concentration 
of blood, the fluoride content of blood 
would have to be increased about 10,000 
times to precipitate strontium fluoride. 
Such a fluoride concentration would be 
lethal several times over. On the other 
hand, the strontium concentration of the 
blood would have to be increased about 
10 billion times in order to precipitate 
strontium fluoride (SrF2) at the normal 
levels of blood fluoride. The precipita- 
tion of strontium 90 fluoride in living 
bone is a physiological and thermody- 
namic impossibility. 

7. In different geographic areas, hu- 
man diets contain widely varying 
amounts of strontium and of fluoride. 
Although both are deposited in teeth, 
the strontium content of the teeth bears 
no relation to the fluoride content of 
the drinking water. 
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F in Sr in 

Water Enamel 

Community (ppm) (ppm) 
Post, Tex. 5.0 170 
Doland, S. D. 3.6 160 
Clovis, N. M. 32 50 
Big Lake, Tex. 2.1 270 
Augusta, Me. trace 125 
Lewiston, Me. trace 60 
Godhavn, Greenland trace 300 
Udsted, Greenland trace 280 


In the same tooth, the fluoride content 
characteristically decreases from the sur- 
face to the interior of the enamel, 
whereas the strontium contents charac- 
teristically do not change. (Data of 
Steadman, L. T.; Brudevold, F.; and 
Smith, F. A. J. Am. Dent. A. 57, 340, 
1958. ) 


2.1 ppm F 3.6 ppm F 
Enamel F Sr F Sr 
External 2,100 270 2,540 160 
Internal 300 280 100 170 
Root 4,100 380 8,700 120 


8. Rat feeding studies showed that the 
deposition in bone of strontium 89 was 
independent of the fluoride intake al- 
though the fluoride content of the skele- 
ton increased with dosage. (Data of 
Muhler, J. C.; Stookey, G. K.; and Wag- 
ner, M. J. Proc. Soc. Exper. Biol. & 
Med. 102, 644, 1959.) 

Two recent studies bearing specifically 
on the question of fluoride-strontium re- 
lations confirm the theoretical predic- 
tions that these elements deposit inde- 
pendently in the bone. 


The Journal is indebted to Professor Harold 
C. Hodge, Department of Pharmacology, Uni- 
versity of Rochester, Rochester, N. Y., for the 
above editorial. 


Some Financial Implications of 
Graduate Public Health Training 


HE LARGE-SCALE operations which 
characterize modern society are evident 
in the structure and functions of schools, 
colleges, and universities as in other 
community agencies. Yet, further com- 
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plexities may be anticipated as knowl- 
edge broadens, specialization increases, 
and society's requirements are better 
comprehended. 

Educational costs are high and likely 
to become higher. While instances may 
he recalled wherein an educational in- 
stitution showed a profit at the end of 
the year, the opposite is more often the 
case. Costs are several times the tuition 
received from students, and subsidies 
from other sources are obviously essen- 
tial. This applies especially to schools 
of public health, where per capita costs 
in 1958-1959 averaged $6.887 for the 13 
accredited schools in Canada and the 
United States. 

A large proportion of an institution’s 
income has been derived traditionally 
from capital funds, income from invest- 
ments, endowments. and (in the case of 
publicly owned institutions) legislative 
In addition, short-term 
grants have recently grown popular, gen- 
erally with relation to a specified pur- 
pose, though nonearmarked grants exist 


appropriations, 


as well. 

While many developments in schools 
of public health have resulted from the 
use of “hard” money (that is, university 
appropriations based on income), these 
may be classified for the most part as 
quantitative gains—increase in facilities, 
enlargement of the student body, higher 
salaries for staff. and the like. Short- 


To THE Epitor: 


QUO VADIS—PUBLIC HEALTH? 


Fritz J. Roethlisberger. Wallace Brett 
Donham professor of human relations 
at Harvard Business School, and 1959 
winner of the Harvard top faculty 
award, the Ledlie Prize, has recently 
called attention to a dilemma educators 
are facing. The dilemma is one of keep- 
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term grants, or “soft” money, have on 
the other hand been responsible for cer- 
tain qualitative improvements. such as 
additional knowledge through the em- 
ployment of personnel and 
modification of the curriculum by “ex- 
perimental” use of teachers in subjects 
new to public health instruction, Exam- 
ples of the latter are: mental health, be- 
havioral sciences, heart disease, or can- 
cer. Some of these have 
already been brought within the “hard™ 
From one as- 


research 


activities 


budget in some schools. 
pect, therefore, “soft” money teaching 
programs should be regarded as demon- 
strations, similar to those experiments in 
the field on which many public health 
practices were originally based. It is 
clear that schools of public health must 
depend on both kinds of financing in 
the future as in the present, as each has 
something to offer in the development 
of the institutions and of graduate edu- 
cation in public health. Appropriation 
of federal funds on a continuing basis 
for this purpose would be extremely use- 
ful. The initial Hill-Rhodes Act was a 
step in this direction. But, in the very 
nature of the situation, it is difficult to 
expand and strengthen training activities 
on a short-term basis. Renewal of the 
Hill-Rhodes Act and its extension for a 
period of several years would go a long 
way in aiding the expansion of graduate 
public health training. 


ing educational curricula abreast of the 
rapid changes occurring in the business 
and social world." 

Professor Roethlisberger speaks of the 
“intellectual gap” occurring between 
what is taught and what is needed in 
modern-day application, and the conse- 
quent need for a “forward-look” among 
many educators. While his remarks were 
chiefly pointed toward business educa- 
tion, their “quo vadis” nature might 
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have relevant application to the field of 
public health training. 

Public health training continues to 
place emphasis on the traditional aspects 
of communicable disease, epidemiology, 
sanitation, environmental hygiene, ma- 
ternal and child health, public health 
nursing, and health education at a time 
when their public health functions have 
become of relative diminished signifi- 
cance. Therein public health has run 
out of fields of conventional endeavor 
as many of the old activities have been 
superseded by private medicine and the 
recession of communal disease. 

As a consequence, public health in the 
United States stands on the threshold of 
what happened to British public health 
at the time of introduction of the Na- 
tional Health Service. With the advent 
of the British National Health Act the 
community aspects of preventive medical 
care were replaced by socialized medical 
insurance affording everyone the right 
to seek private preventive and other 
medical care. This demise has been as- 
sociated with a rapid decline in the 
teaching of public health in the British 
medical schools and universities. It has 
led to the remark of a prominent British 
health educator, long identified with 
British public health, that public health 
in Britain is on its way out." 

In the United States, the implication 
of the British National Health Act has 
been replaced by the development of 
private-carrier medical insurance and 
state welfare insurance objectively aimed 
at expanding private practice medical 
relationship. This is creating, much as 
did the National Health Act in Great 
Britain, a greatly diminished field for 
the practice of medicine at a communal 
level. As in Great Britain, this dimin- 
ished significance is being felt in Ameri- 
can medical schools. In a recent survey 


of 44 American medical schools not one 
out of ten thousand interviewed medical 


students evinced an interest in following 
3 


a public health career.’ 
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The problem clearly is that environ- 
mental hygiene and sanitation have lost 
their past significance and have now 
become of secondary importance. Pre- 
ventive medicine, as a public health 
field, has receded in importance with the 
progress of medical science, the advance 
of health knowledge among the public, 
the rise in standards of living, and in- 
sured-coverage access to private medical 
care. In consequence an “intellectual 
gap” has developed between public 
health training and its future applica- 
tion. 

What is the field of future public 
health application and what are the 
training devices needed to prepare for 
it? The future of public health may 
well lie in the relationship of socioeco- 
nomic problems to ‘the incidence and 
nature of illness, and conversely, from a 
constructive viewpoint, what can be done 
at a community level to best meet illness 
problems arising from socioeconomic 
factors. The training devices needed 
are better backgrounds socioeco- 
nomics and business administration 
among public health medical directors. 

The greatest potential in this future 
field lies in the socioeconomic and medi- 
cal problems related to aging. Most 
significantly, this is an explosively de- 
veloping field. The rapid shift of a great 
segment of our population to a geriatric 
group without probable economic means 
to support private medical care will em- 
brace an increase of six million persons 
beyond the age of 65 in the next ten 
years. Associated with this astounding 
10 per cent increase in geriatric popula- 
tion will be a progressive increase in 
the length of its life span. Not only 
will this age group require two and 
one-half times the average all-population 
medical care, but they will present 
unique problems of convalescent and 
custodial care, psychological and voca- 
tional rehabilitation, and social readjust- 
ment that appear to be best administered 
at the community level. 
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The progressive control of acute dis- 
ease has led to its diminishing influence 
as a current public health problem. In 
1901 over 40 per cent of deaths in the 
United States were caused by acute 
conditions; currently the proportion is 
not quite 10 per cent. It is now the 
chronic diseases which are steadily grow- 
ing in importance. Currently, over 80 
per cent of United States mortality arises 
this With anticipated 
growth in the older-age population this 
proportion is likely to rise to 85 per 
cent in the next decade, and of these 
chronic deaths almost four-fifths will 
arise in the population more than 65 


source. 


years of age. 

For these reasons, emphasis of public 
health should be focused on the medical 
problems, and interrelated to these the 
socioeconomic problems of chronic dis- 
ease and particularly those related to the 
older age group. 

The great concern is that the public 
health profession remains unaware of its 
opportunities in this combined field of 
socioeconomics and medical care of the 
aged and is poorly equipping itself in 
training to make the most of its oppor- 
tunities, It is quite conceivable this 
field may be usurped by other branches 
of the medical profession much as has 
occurred with adult rehabilitation. 

The deficiency in public health train- 
ing lies along the lines of formal eco- 
nomics and business administration edu- 
cation. This is not to imply that admin- 
istrative directors should be nonmedical 
personnel. Such people could be dan- 
gerous masters, lacking the requisite 
depth of medical knowledge. But it 
does suggest that schools of public health 


in the education of future medical ad- 
ministrators should turn more attention 
to the allied fields of socioeconomics and 
business administration, and less to con- 
ventional publi¢ health subjects of di- 
minishing significance. 

It would seem the modest expansion 
from the conventional curriculum as has 
been undertaken has unfortunately de- 
viated into the less effective channels 
of sociology and psychology. These are 
admirable disciplines, but it is not likely 
to be sociologists nor psychologists that 
will make the type of public health ad- 
ministrator that the future seeks. The 
coming field is in socioeconomics and 
business administration and the basic 
training should be likewise. 

If public health is not to follow the 
path of Great Britain (and some British 
authorities blame their demise, in part, 
to the diminishing influence of public 
health in America) it should become 
better trained in the socioeconomic as- 
pects of health and the socioeconomic 
health problems of the aged. This is 
the growing field in morbidity, mor- 
tality, numbers, public health needs, and 
community level of service. But to make 
public health effective in this field it 
needs to develop strong administrators 
well grounded in the basic skills de- 
manded. 


T. K. Catuister, M.D. 
Associate in Medical Economics. Uni- 
versity of California School of Public 
Health, Los Angeles, Calif. 
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REPORT ON ENVIRONMENTAL HEALTH PROBLEMS 


HE FOLLOWING is a summary of the report of hearings held before a Subcom- 


mittee of the Committee on Appropriations, House of Representatives 86th Con- 
gress, Second Session, March 8-9, 1960. For greater detail, see the full report (203 
pages) printed by the U. S. Government Printing Office for the Committee on 
Appropriations. The hearings were held subsequent to the submission of the Surgeon 


Purpose of the Hearings 


These hearings were the culmination 
of a project initiated about a year ago 
by the House Appropriations Subcom- 
mittee on Departments of Labor and 
Health, Education, and Welfare and 
Related Agencies when they were con- 
sidering appropriations for fiscal 1960. 
At that time, the committee stated: 


“Over the past several years a number of 
environmental factors affecting health have 
become increasingly significant. The develop- 
ment of industrial processes and industrial 
products has taken place at a rate so rapid 
that direct and indirect effects on the health 
of the worker, the user of the processed 
product, and the general environment have 
not been adequately evaluated. The con- 
siderably expanded use and _ diversity of 
sources of radioactive products is a technical 
development of particular significance to 
health. The continued growth of gigantic 
metropolitan complexes has created special 
problems related to communicable disease, 
problems of mental health, and to a certain 
extent, has made it increasingly difficult to 
deliver health services. Related to the growth 
of metropolitan areas and the expansion of 
industrial production are the increasing prob- 
lems of air and water pollution and their 
effects on the health of the population, which 
are at present inadequately understood.” 


To assist the subcommittee in deter- 
mining what should be the role of the 
federal government in dealing with these 
problems, now and in the years ahead, 
Congressman John E. Fogarty, chairman 
of the subcommittee, requested the Pub- 
lic Health Service to make a thorough 
study of the problems and to recom- 
mend how Service facilities should be 
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organized to deal with them. The Pub- 
lic Health Service submittted part I of 
this report, dealing chiefly with prob- 
lems and current programs, in February, 
1960. Part II, containing specific rec- 
ommendations for reorganizing the 
Service to handle such problems more 
efficiently, is to be submitted later. 

After reviewing the first part of the 
report, the subcommittee asked a group 
of nonfederal and federal authorities to 
appear before them on March 8 and 9, 
1960, to answer questions and furnish 
additional information. 


Public Health Service Report 


Full text of the report the Service 
submitted to the committee in advance 
of the hearings is published in the hear- 
ings report (pp. 3-33). A review of it, 
given by Leroy E. Burney, Surgeon Gen- 
eral of the Public Health Service, dur- 
ing the hearings, included the following 
highlights: 

Some of the ways the present environ- 
mental health problems differ from the 
public health problems of the past are: 

1. The Nature of the Biological As- 
sault— Unlike microbial diseases, in 
which the time span between exposure 
and onset of illness is relatively short 
and cause-effect relationship fairly easy 
to detect, the biological effects of en- 
vironmental contaminants are cumula- 
tive, over long periods of time, and 
cause-effect relationships are difficult to 
establish. 
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2. The Variety of Professions In- 
volved— Environmental health activities 
require not only medical and paramedi- 
cal personnel but also specialists in 
many other physical and behavioral sci- 
ences. Therefore, an organizational 
structure must be developed which per- 
mits maximum interplay between rep- 
resentatives of many disciplines and also 
between those who are conducting §re- 
search and those who are applying the 
results of research. 

3. The Variety of Vested Interests 
Affected — Environmental health work 
must be carried out in an extremely 
complex political, social, and adminis- 
trative structure. What is essentially a 
common air supply, water supply, trans- 
portation system, etc., is dealt with frag- 
mentarily by literally scores of officials 
and groups. The organization of federal 
participation in environmental health 
programs must take into account these 
social and political patterns. 

1. The Limited Goal — Whereas the 
ultimate goal in dealing with microbial 
diseases is eradication, it is not practical 
to make complete safety the goal in en- 
vironmental health work. The values of 
developing environmental resources must 
be weighed against the health hazards 
resulting from such development and a 
balance struck which permits maximum 
development at minimum hazard. 


Reorganization Plan 


rhe organizational structure which the 
report recommends be established by 
the Public Health Service, taking ac- 
count of these peculiar characteristies of 
the problem, was described by Dr. 
Burney in these terms: 

“Our report calls for a major environmental 
health unit in the Public Health Service, 
whose scope has not been precisely delineated, 
pending the completion of our overall study 
of the Public Health Service mission, but 
whose characteristics have been defined, It 
envisions research centers in various parts of 
the Nation, related as closely as possible to 
university and other research facilities, whose 
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functions it will be to provide technical assist- 
ance, conduct monitoring programs, do_re- 
search on special problems, and serve as 
training centers. It projects a role for the 
Public Health Service as a leader in research, 
technical assistance and training throughout 
the wide and complex field of environmental 


health.” 


Programs to Be Included 


Nine nongovernmental witnesses de- 
scribed services and programs which 
they believed should be included in the 
new environmental health unit of the 
Public Health Service. Each witness 
concentrated most of his remarks on a 
different area, describing the nature of 
the problem to be dealt with and sug- 
gesting how the Service might handle it. 
A digest of their comments follows: 


Research 


Dr. Rolf Eliasson, professor of sani- 
lary engineering, Massachusetts Institute 
of Technology, whose work includes con- 
sultant services to industry, chiefly 
chemical companies and food producers. 
said: 

“It is not the impact of any one industry or 
even any segment of population, rather it is 
a combination of the densities of people and 
processes and machinery that leads to the 
complex problems with which we are faced. 

“Basically, I feel that the forces of destruc- 
tion which are brought about by man and his 
activities . . . are exerting a greater influence 
on the environment today than the forces of 
restitution which man is applying. . .. If we 
(could) place a monetary value on public 
health, it would be easier to raise funds .. . 
for instance if we are causing a million dol- 
lars worth of damage a year, you might be 
willing to spend a million dollars to do some- 
thing (about it). But we don’t know (the 
cost of damage to health) ... we have got 
to have what you might call a broadside re- 
search program by many engineering, scientific 
and medical disciplines and, in my opinion, 
such a research program can best be carried 
out by universities, research institutes, and 
governmental laboratories. It is being done 
now, but on a piecemeal basis.” 

. much more resources, maybe hundreds 
of millions of dollars a year must be applied, 
throughout the Nation, to research and con- 
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trol these environmental contaminants. .. 
All levels of government, industry, education 
and research institutions will take part in this 
overall effort, but the Federal Government 
must participate actively and provide the 
necessary leadership, in view of the national 
. of preserving the quality of 
resources, the air, 


importance . . 
. our environmental 
water, and land.” 


Training 

Dr. Boisfeuillet Jones, vice-president 
of Emory University, member of the 
National Advisory Health Council, and 
one of the consultants who helped to 
prepare the Public Health Service re- 
port on environmental health, stated: 

“If a large-scale attack on hazards of our 
environment is to be mounted, . . . environ- 
ments must be developed for the effective 
interdisciplinary activities of specialists... 
and for the attracting into the field and train- 
ing of a host of new specialists now needed. 


Our great teaching centers must be en- 
couraged to undertake this service. . . . Other- 


wise, we shall be unable to mobilize sufficient 
resources fast enough to be effective in a 
battle already characterized to some extent 
by ‘too little. too late.” 


Herbert Bosch, professor of public 
health engineering, University of Min- 
nesota and formerly chief sanitary engi- 
neer for the World Health Organization, 
emphasized the need for expanded train- 
ing programs with these facts: 


“According to National Science Foundation 
estimates there were a total of 700,000 avail- 
able engineering jobs in 1955 against a supply 
of only 417,000 graduate engineers. The fore- 
cast for the current year is a total of 950,000 
jobs for which there will be about 526,000 
graduate engineers. Of this inadequate total 
supply of engineers, only 6,000 are sanitary 
engineers concerned with all aspects of en- 
vironmental health engineering. 

“Over the next 10 years, we will need an 
additional 10,000 to 15,000 graduate trained 
engineers for research, teaching and_ field 
practice in environmental health. Recent 
experience has indicated that the ratio of 
allied environmental scientists to engineers 
is greater than 2 to 1. On this basis, at least 
25,000 additional scientists will be needed over 
the next 10 years... . 

“In fields such as chemistry, oceanography, 
toxicology, physiological hygiene, to mention 
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a few, there is no substitute for long and in- 
tensive training. . . .” 


Professor Bosch recommended to the 
subcommittee : 

Financial assistance to graduate stu- 
dents, particularly pre- and postdoctoral 
candidates and assistance to universities 
to help them expand and strengthen staff 
and facilities. 


Services to States 


Dr. Herman E. Hilleboe, commis- 
sioner of health of New York State and 
past president of the Association of State 
and Territorial Health Officers, de- 
scribed the environmental health activi- 
ties carried on by state health depart- 
ments and explained the value of federal 
grants-in-aid, training programs, re- 
search, and technical assistance in help- 
ing the states to carry on such activities. 
“It is quite evident that sound public 
health planning and operations require 
more closely integrated efforts by the 
federal government, interstate bodies. 
and state and local governments,” he 
said. 


Special Problems 


Several areas of the environmental 
health field that need more federally sup- 
ported research, training, and aid to 
states were singled out for special men- 
tion by some of the witnesses. 


Radiation 


Abel Wolman, professor of sanitary 
engineering, Johns Hopkins University, 
and an adviser to the Atomic Energy 
Commission for the past 12 years. 
pointed out that at present responsibility 
for protecting the public against the 
harmful effects of ionizing radiation is 
widely diffused. 

In his opinion, the Public Health 
Service “whose primary responsibility 
is the health of society, and . . . not the 
development of devices or the creation 
of power, or the creation of instruments 
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for the best industrial and civil use” 
should “increasingly” and at a “rapid 
rate” assume responsibility for stand- 
ards, biological research, and environ- 
mental control. He pointed up the re- 
sponsibilities which the Public Health 
Service, in cooperation with state and 
local health departments, should assume 
with these comments: 


“How much more (radiation) can be im- 
posed on this (natural background radia- 
tion)? Somebody has to say how much... 
and somebody has to see to it that the limit 
is being adequately policed. . . . Somebody 
must be concerned with the location of all 
ionizing radiation sources, whether x-rays or 
isotopes. What happens to a radioisotope .. . 
when you are through with it? Where do 
you throw it? We are, in my own city, 
receiving discharges of radioisotopes from in- 
dustrial operations. Our first indication of it 
was purely accidental. This illustrates why 
you need not only restraint, but also educa- 
tion of the users. They worked on the assump- 
tion that the disposal of radioisotopes was of 
interest to no one but themselves, ignoring 
the fact that our sewage system takes the 
liquids and solids to a point of treatment . . . 
and that we reuse all the sewage . . . for in- 
dustrial purposes.” 


Dr. Wolman cited among the reasons 
that make radiation peculiarly a public 
health problem: 

The cumulative effect of all radiation, 
regardless of source; the fact that there 
is no cure for the impact of radiation 
on man; the possibility of reactor acci- 
dents; and the rapid increase in sources 
of radiation. 

To show the seriousness of the prob- 
lem, he presented these facts: 


“ . . The toxicity of ionizing substances is 
anywhere from 1 million to 10 million times 
greater than any familiar, orthodox, chemical 
toxic material so far used in trade. 

. There now is hardly a laboratory for 
any purpose that doesn’t at one time or 
another use radioisotopes. 

“.. . (The amount of radioactive material) 
now being distributed in the U. S.... ex- 
ceeds by many orders of magnitude the radia- 
tion from all of the world’s radium extracted 
up to some 10 or 12 years ago. 

. . Far more use is being made of radio- 
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isotopes of longer half-life than was the case 
even 5 years ago. 

“. .. We have no method of disposal of 
high level wastes . . . which have a very 
long half-life ranging from 25 to 4,000 or 
5,000 years... we have about 65 million 
gallons of this material at strategic locations 
in the U. S.... by 1980... we will have 
an additional 65 to 70 million gallons. 

. There moves across the country today 
in the form of either spent fuel or liquid and 
solid wastes of radioisotopes—by truck, by 
rail, by air, by ship—every conceivable type 
of ionizing radiation. 


“... The question of accidents must be 
considered. .. the incident in Windscale 
(England), in which the tremendous reactor 
simply went to pieces ... was followed by 


. administrative chaos.” 


Asked by Congressman Fogarty why 
Congress has received little evidence of 
public concern about the health hazards 
of ionizing radiation, Dr. Wolman re- 
plied: 

“Its complicated nature ... its mystery in 
language ...the average person may be 
stirred up about it dramatically for a few 
moments by a newspaper account, but he 
tends to shy away from it because he does not 
understand it too well and because he would 
like to work on the assumption that some- 
body, somewhere, is taking care of the prob- 
lem related to it.” 


Accidents 


Dr. Ross A. McFarland, professor of 
environmental health and safety, Har- 
vard University, spoke on the accident 
problem: 


. .. accidental deaths now exceed the 
combined deaths from all infectious and com- 
municable diseases ... each year there are 
about 95,000 people killed and another 
400,000 permanently disabled and about 
9,900,000 sustain injuries severe enough to 
keep them home from work for 1 day or 
longer... . 

“The physician or public health officer .. . 
may contribute (to accident prevention) by 
carrying out controlled experimental and 
clinical studies, epidemiological surveys, and 
by collaborating with specialists in other bio- 
logical sciences, engineers, and administrative 
officers in a combined approach to this prob- 

“It is obvious that a great gap exists in our 
knowledge of how to control accidents. It is 
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urgently recommended that research programs 
be greatly expanded leading to the control 
of the high accident rates. ... It is also 
recommended that adequate Federal funds be 
made available to the Public Health Service 
for the support of research, training and the 
control of accidents.” 


Air Pollution 


Dr. James L. Whittenberger, professor 
of physiology, Harvard University, who 
has specialized in the study of respira- 
tory problems, reported that “when the 
Air Pollution Act was passed (1955) 
and funds became available (for re- 
search and training), at first there were 
not many applicants; but within 3 or 4 
years the number of applicants . . . 
showed a remarkable increase and I be- 
lieve reached a point where there weren’t 
enough funds to support the meritorious 
applications. . . . The training grants 
which have been available . . . particu- 
larly for air pollution, have in my 
opinion been of real value to the insti- 
tutions.” 

Federal financial assistance should not 
only be continued for air pollution re- 
search and training activities, Dr. Whit- 
tenberger believes, but should also be 
available for the construction of build- 
ings to house such activities. 


Water Pollution 

Milton P. Adams, executive secretary 
of the Michigan State Water Resources 
Commission and former member of the 
Federal Water Pollution Control Advi- 
sory Board, made the following proposal 
for dealing with the problems of pollu- 
tion caused by industry: 

When research by an industry results 
in a new product or a new-use product 
that creates a waste treatment problem, 
the industry should be required to carry 
its research further to solve the waste 
disposal problem. Their plan for waste 
disposal should then be filed with the 
secretary of the Department of Health, 
Education, and Welfare before the prod- 
uct is produced. Public Health Service 
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personnel would check the method the 
industry plans to use to see that it does 
in fact deal adequately with the pollu- 
tion problem. Only then would the arti- 
cle be released for manufacture and 


sale. 

Mr. Adams also advocated that the 
Public Health Service continue research 
for the more complete treatment of mu- 
nicipal sewage. 

“Above all,” said Mr. Adams, “let’s keep 
sewage and waste treatment (programs) mov- 
ing with the best brains, ingenuity and per- 
severance that are available and let’s keep 
the administration of this water pollution 
(control) program right here in Washington, 
close: to this committee. Your understanding 
and continuing support .. . are indispensable 
elements to a successful outcome.” 


Occupational Health 


Dr. Norton Nelson, associate profes- 
sor of industrial medicine, New York 
University and chairman of the com- 
mittee on toxicology of the National Re- 
search Council, stated the case for learn- 
ing more about new industrial materials 
in these words: 


“We are growing up in a jungle of ma- 
terials that we really don’t have procedures 
to cope with. I can give you examples... . 
The beryllium industry came into prominence, 
and as a result both the fluorescent lamp in- 
dustry and atomic energy industry. This led 
to in-plant deaths, but it also led to demon- 
strated cases of beryllosis in surrounding 
plants ... unless we develop a know-how 
(for predicting what such risks will be) we 
will be in no position to cope with an in- 
creasing number of instances in which the 
toxins that technology is providing ... can 
produce not only disaster that will arouse 
the public but, perhaps even worse... a 
series of chronic ills that will be in the death 
statistics . . . and will be indistinguishable in 
any way... simply an increased death rate 
from things that normally affect us.” 


Asked by Congressman Elford A. 
Cederberg, of Michigan, if industry 
should not assume responsibility for 
these problems, Dr. Nelson said: 


“... industry certainly does have a moral 
responsibility to do some of this research . 
and they will do more than they are now ~ 
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doing if they are given the example and en- 
couragement required to do it... 1 think 
it should be said to the credit of the Public 
Health Service that they in the past have 
provided many of the key studies in this field. 
I will confess that I expressed some disap- 
pointment that the (occupational health) pro- 
gram in the last 10 or 15 years has not been 
as Vigorous as it should be.” 


Effect of Environment on Chronic Disease 


Dr. James Shannon, director of the 
National Institutes of Health of the Pub- 
lie Health Service, was asked by Con- 
gressman Fogarty what he thought might 
be the consequences of failing to deal 
with environmental health problems. Dr. 
Shannon replied: 

“T think the ultimate consequence of lack 
of attention to these things would certainly 
be an increase in disability or a lowering 
in the rate at which disability is presently 
being reduced .. . for example, in a higher 
attack rate of cancer... of cardiovascular 
and pulmonary disease... . 1 would not be 
surprised to find that many of the factors 
concerned with acceleration or deceleration 
of chronic illnesses will be found in retrospect 
to have been profoundly influenced by cur- 
rently unknown factors in our environment.” 


Present Programs of the Public 
Health Service 


Dr. David FE. Price. chief of the Bu- 
reau of State Services of the Public 
Health Service. summarized the current 
status of the programs that would be 
grouped together in the proposed new 
environmental health unit of the Service: 

Radiological Health—The program as 
presently organized began in fiscal 1959 
with an appropriation of $685,000, in- 
creased to $2.6 million in fiseal 1960, 
and $6.2 million is requested for fiscal 
1961. 

Air Pollution 
the 1955 air pollution legislation, the 
Service spent less than $200,000 a year 


Prior to the passage of 


on air pollution work; it now operates 
just under the $5 million a year ceiling 
set by the law. 


Water Pollution—Current obligations 
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for water pollution control. including 
construction grants, are over $52 mil- 
lion (but only $4.2 million for direct 
operations). The 1961 budget allows 
$6.4 million for research, enforcement, 
and other direct operations. 

Milk and Food and General Sanita- 
tion — Enforcement of food sanitation 
measures on interstate carriers, milk cer- 
tification, shellfish certification, and 
work with states and with industries on 
general sanitation activities are sup- 
ported by a $1.5 million appropriation. 
of which only $180,200 is available for 
research. 

Occupational Health—The current ap- 
propriation of $870,000 is about equally 
divided between research on the toxic 
properties of industrial materials and 
assistance to states in developing pro- 
grams for safeguarding the health of 
workers. 

Accident Prevention — _ Currently, 
$371.000 is available and is used chiefly 
to help states develop action programs 
aimed at saving lives. 

Legislative Authority 

The Public Health Service now has 
legislative authority to carry out most 
of the changes in environmental health 
work that it has proposed. Dr. Price re- 
It does, however, lack authority 
for three types of assistance. These are: 

Grants to institutions to help them 
develop environmental health training 
programs for research personnel and for 


ported, 


personnel needed to carry out commu- 
nity services. 

Special project grants to support com- 
munity demonstrations and studies in 
the environmental health field. 

Categorical grants to help states fi- 
nance specific environmental health ac- 
tivities, such as radiological health. ac- 
cident prevention, etc. 


Proposed Use of Additional Funds 


Asked what additional funds could 
he used immediately and advantageously 
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under existing programs, Dr. Price cited 
the figure of $26.8 million. If the 1961 
appropriation were increased by this 
amount (from the budgeted figure of 
$23.3 million exclusive of waste treat- 
ment grants), the extra $26.8 would be 
used as follows: 


Millions of 
Dollars 


Water Pollution Control $ 2.217 
Air Pollution Control 1.889 
Radiological Health 2.95 
General Sanitation 0.395 
Occupational Health 0.64 
Accident Prevention 1.15 


Direct Operations 


Total for direct operations $ 9.241 


Research grants 6.3 
Driving simulator (for research 

on auto accidents) 4.5 
Grants to states for environmental 

health (under present General 

Health grant authority) 5.0 
Traineeships (under unspecified 

training grant authority) 0.5 
Grants to four university environ- 

mental health centers 82 


Total $26.741 
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Need for Public Awareness 


Although all witnesses agreed that the 
two major, and perhaps related, health 
problems facing the nation today are 
chronic diseases and environmental 
health hazards, Congressman Fogarty 
pointed out that the public generally 
appears to be unaware of the seriousness 
of the environmental hazards. Suggest- 
ing that some kind of educational pro- 
gram should perhaps go along with the 
expansion of existing programs, he said: 
“. . . people don’t seem to get excited 
about it because they don’t seem to 
realize that the dangers are there, or 
they haven't been told about it.” 


Members of the Subcommittee 


Members of the House Subcommittee 
who called the hearings and issued the 
report are: 


John E. Fogarty (R.I.), chairman 
Winfield K. Denton (Ind.) 

Fred Marshall ( Minn.) 

Melvin R. Laird ( Wis.) 

Elford A. Cederberg (Mich.) 
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LABORATORY SECTION ABSTRACTS 


At each Annual Meeting so many papers are read at the several sessions of the 
Laboratory Section that not all can be carried in the limited pages of the American 


Journal of Public Health. 


At the request of the officers of the Laboratory Section, 


the Editorial Board has arranged for the annual publication of an abstract section to 
include those papers that appear to be chiefly of interest to laboratory workers. As 
many as possible of the papers that seem to be of interest to other disciplines as well 
as those of the laboratory are published in full in this Journal. Abstracted papers 
are released for publication in the special journals of the laboratory field. 

The following are abstracts of papers presented at the Eighty-Seventh Annual 


Meeting in Atlantic City, N. J. 


LABORATORY ASPECTS OF STAPHYLO- 
COCCAL FOOD POISONING FROM 
COLBY CHEESE 


D. M.S., F.A.P.H.A., and 
W. D. Srovatt, M.D., F.A.P.H.A. State Labo- 
ratory of Hygiene, Madison, Wis. This paper 
was presented on October 21, 1959. 

There were outbreaks of food poison- 
Wisconsin in 1958 traced to 
The laboratory in- 


ing in 
colby-type cheese. 
vestigation included the following: Five 
samples of cheese from known outbreaks, 
11 cheese samples purchased at the fac- 
tory and sent to the Wisconsin State 
Laboratory of Hygiene for culture, 32 
samples collected from the factory by 
the district health officer, six swabs from 
factory equipment as well as 31 milk 
samples from dairy farms shipping to 
this factory. 

Cultures were plated on litmus lactose, 
Difeo’s No. 110 and blood agar plates. 
Cultures of staphylococci were examined 
for pigmentation; hemolysis on sheep, 
human, and rabbit blood; mannitol fer- 
mentation: coagulase (tube test) and 
phage typing. 

Eighty-seven specimens of milk and 
examined; 78 
staphylococci, 72 of these were coagu- 


cheese were showed 
lase-positive, and 45 were phage typable. 
Phage type 42-D appeared 21 times and 
44-A appeared 18 times among the 45 
cultures. These reactions indicated cul- 


tures of bovine origin. Representatives 
of the phage lytic Group III appeared 
21 times, but this is the group with the 
greatest number of phages. 

Six cultures isolated from cheese 
were sent to the Robert A. Taft Sanitary 
Engineering Center for enterotoxin as- 
say. and two of these were positive. In 
retrospect enterotoxigenic strains must 
have been among the cultures isolated 
from milk, 
was made from raw milk, these cultures 
continued to produce their toxin. Colby- 
type cheese is a washed curd cheese 
resulting in a low-acid cure. It has an 
open texture, therefore it provides a 
good vehicle for the maintenance of 
staphylococci. 


Since this colby-type cheese 


PRELIMINARY EXPERIENCE WITH THE 
ANDERSEN AEROSOL SAMPLER WITH 
SPECIAL REFERENCE TO ITS USE IN AN 
ICE CREAM PLANT 


Cunton L. Ewrne, Bureau of Laboratories, 
Baltimore City Health Department; Harry 
B. Stecmunp, The Borden Company, Balti- 
more; and Warren W. Tuitett, Baltimore 
(Md.) City Health Department. This paper 
was presented on October 21, 1959. 


Interest in the relation of bacterial 
aerosols to Brucella infections in clerical 
and other nonanimal killing personnel in 
meat packing plants and in the possibil- 
ity that pasteurized ice cream mix could 
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become contaminated with coliform bac- 
teria aerosols resulted in several studies. 

In this connection, surveys were made 
in which a small all-glass air impinger 
sampler was used. Results obtained in 
the packing plants were negative as far 
as Brucella were concerned but coliform 
bacteria were detected. However, in an 
ice cream plant all results were negative 
for coliform bacteria. 

The negative results and lack of in- 
terest in the projects discouraged further 
work. However, interest in the ice 
cream plant study was stimulated fol- 
lowing the availability of the Andersen 
aerosol sampler which was described in 
a paper by Spendlove published in Pub- 
lic Health Reports in February, 1957. 

The use of the Andersen sampler in 
the ice cream plant was actually a phase 
of a more complete study that had been 
under way for approximately five years. 
The early work related to the role of 
foam in the protection of coliform bac- 
teria during the pasteurization of mix 
in the vat type of pasteurizer. 

The foam problem was practically 
eliminated with the installation of a 
high-temperature, short-time pasteurizer 
known as the Vacreator. After deter- 
mining that this equipment was efficient 
in destroying coliform organisms, the 
next step was to learn why pasteurized 
mix leaving the cooler invariably con- 
tained viable coliform bacteria. 

After becoming familiar with the 
operation of the Andersen sampler, it 
was employed in the plant studies. In 
order to prove that the cooler could be- 
come contaminated with coliform bac- 
terial aerosols the sampler was placed 
inside the cooler and the covers closed. 
Twenty cubic feet of air were drawn 
through the sampler. All sampler plates 
were negative. Another sampler was 
placed in the same location and the 
cooler covers were closed. A slurry of 
Escherichia freundii was atomized for 
five minutes in the vicinity of the cooler. 
Then the sampler pump was run for 20 
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minutes (20 cu ft of air). After in- 
cubating the sampler plates it was found 
that all contained colonies of Esch. 
freundii. 

Studies were also made that proved 
that coliform aerosols passed from one 
floor of the plant to another through 
openings in the floors. A search was 
made for the sources of aerosols. Several 
sources were found and eliminated and a 
closely-fitting plastic cover was made to 
protect the cooler. 

All samples collected after the elimina- 
tion of the aerosols and the covering of 
the cooler have been negative for coli- 
form bacteria. 

Several studies have been made in one 
of the local hospitals in connection with 
staphylococcal disease and considerable 
interest has been stimulated in sampling 
microbiological aerosols. 


SURVIVAL OF BACTERIA IN ARTIFICIALLY 
CONTAMINATED FROZEN MEAT PIES 


Kart Keretuk, Ph.D., and M. F. Gunper- 
son, Ph.D., Bacteriological Research Depart- 
ment, Campbell Soup Company, Camden, N. J. 
This paper was presented on October 21, 1959. 

In order to determine the effect of 
various baking periods at 425° F on 
the survival of various organisms, a 
series of chicken meat pies were in- 
oculated with a heavy suspension of bac- 
teria prior to freezing. The bacteria used 
in the investigation were Staphylococcus 
aureus, Streptococcus faecalis, Escher- 
ichia coli, and Bacillus subtilis, and only 
one species of bacteria was inoculated 
into each pie. The contaminated pies 
were baked for 20, 30, and 40 minutes 
in a gas oven preheated to 425° F and 
the pies were sampled for bacteriological 
counts at the end of the baking periods 
and again at 10 and 20 minutes after 
baking. 

There was a 0.0002 per cent to 0.1 
per cent survival of the nonsporeform- 
ing bacteria after baking at 425° F for 
40 minutes. The pies inoculated with 
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S. faecalis had a 0.1 per cent survival. 
The sporeforming organism, B. subtilis, 
demonstrated a 0.35 per cent survival 
in the pies under these conditions, 

In the pies baked for 30 minutes at 
125° F. there was a zero to 3.6 per cent 
survival of the nonsporeforming organ- 
ism. S. faecalis again surviving in the 
greatest numbers. 

\fter the 20-minute baking period, 
the nonsporeforming bacteria exhibited 
a 1} to 100 per cent survival. The spore- 
forming bacterium had a_ survival of 
150 per cent or more indicating possible 
multiplication. 


SO YOU HAVE STAPHYLOCOCCI IN THE 
HOSPITAL 


Howarp E. Lino, Ph.D., M.P.H., F.A.P.HLA. ; 
Mary L. M.S.; and Exotse Boces, 
B.S... Sias Laboratories, Brooks Hospital, 
Brookline, Mass. This paper was presented 
on October 21, 1959. 


What is the significance of a high 
incidence of coagulase-positive, penicil- 
lin-resistant staphylococci from personnel 
in a hospital? Is the presence of an 
occasional 80/81 strain the forerunner 
of an outbreak? 
housekeeping” entail? 


Just what does “good 
How effective is 
Before a 


“status quo” situation relative to staphy- 


prophylactic oral antisepsis? 


lococei within a hospital becomes man- 
datory. such knowledge at least is 
desirable. The incidence of coagulase- 
positive staphylococci in the upper re- 
110 employees, 
including the doctors of the hospital, 


spiratory tract) from 
was 61 per cent as compared to the 
incidence of 25 per cent from 300 per- 
sonnel from the outside. The incidence of 
penicillin-resistant strains was 58 per 
cent versus 42 per cent, respectively. As 
to the phage type, the results showed 
a similarity of 46 per cent versus 49 
Among the non- 
typables of the hospital group, the in- 
cidence of penicillin-resistant strains was 


per cent. respectively. 
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double that of those from the outside, 
52 per cent versus 27 per cent. From the 
hospital group two key individuals, the 
administrator and a supervising nurse, 
carried the 80/81 strain and had been 
doing so for over a year. Intimate con- 


tact by the administrator with the nurs- 
ing staff and direct contact of the su- 
pervising nurse with patients brought 
about no increase in the incidence of 
staphylococcal infections within the hos- 


pital. 

A daily oral antiseptic regimen (four 
times a day) for six weeks resulted in 
no change in the penicillin reaction or 
the phage type from repeated cultures. 
Although the mouth wash did not elimi- 
nate entirely staphylococci in those in- 
dividuals labeled as carriers, they were 
quantitatively reduced in some cases. 
Also there was evidence of a conscious- 
ness of improved oral hygiene following 
this regimen. Employees of the hospital 
still maintain the same type of staphy- 
lococci after 18 months, the 80/81 clini- 
cal carriers are still healthily with us. 
and our incidence of postoperative infec- 
tions is still very low. The presence of 
a few 80/81 carriers is no definite in- 
dication of a potential outbreak. 

An active “infections committee” de- 
manding good housekeeping from the 
entire institution can be accomplished 
with the help of a basic unit of a bac- 
teriologist. preferably as chairman, to- 
gether with the administrator, operating 
room supervisor, chief of surgery, chief 
of medicine, and the housekeeper. Edu- 
cation of all departments of an institu- 
tion is most important: this includes 
primarily the medical staff. nursing staff. 
and the kitchen personnel. A_ baseline 
of the incidence of coagulase-positive 
staphylococci and predominating type 
among the personnel is desirable. Post- 
operative infections due to staphylococci 
in clean cases should be followed to com- 
pletion as to phage type relationship 
between those handling the patients and 
the patients, 
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VISUAL ACUITY OF LABORATORY WORK- 
ERS—A PREREQUISITE TO ACCURACY 
IN COUNTING 


Morris C. Mart, D.Se., Abbotts Dairies, 
Inc., Philadelphia, Pa. This paper was pre- 
sented on October 21, 1959. 

Standard Methods for the Examina- 
tion of Milk and Milk Products estab- 
lishes a standard for accuracy in making 
bacteria counts. Visual acuity of the 
laboratory worker is a prerequisite to 
such accuracy. Visual acuity entails 
good vision—that degree of visual func- 
tional ability which is adequate to per- 
form the visual task presented. 

All epochs of life being considered, 
most pairs of eyes, unaided, cannot func- 
tion at their best. While many inherent 
imperfections of vision can be overcome 
with proper correction and suitable 
training, yet a definite proportion of 
eyes cannot be made to function on a 
high standard of efficiency by any cor- 
rection, aid, or treatment. 

The desire of some directors to teach 
workers all the jobs in the laboratory, 
for the obvious reasoning of making 
them more useful, could meet with dis- 
appointment should any of the workers 
lack the visual skills required for a par- 
ticular job. 

The personnel director, or that person 
charged with hiring laboratory workers, 
should include his visual skills, in addi- 
tion to a general evaluation of the ap- 
plicant’s aptitudes. Visual testing pro- 
grams have already been established in 
many industries. It is quite evident that 
a machine test of visual skills can be 
used to predict clinical factors with a 
fair degree of accuracy and consistency. 

The laboratory director must check 
periodically the visual performance of 
all workers, as well as his own, and 
apply corrective measures whenever in- 
dicated. Those operators who do not 
have visual acuity adequate for the task 
presented, should be given other assign- 
ments. Continual counting by those 
qualified should be limited to definite 
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periods of time, say 45 to 60 minutes, 
with a rest period between, to reduce 
the incidence of fatigue and resultant in- 
accuracies. Periodic rotation from opti- 
cal to manual routine is also advisable. 

A critical study of the design of count- 
ing devices presently in use is under way 
to determine whether proposed changes 
might contribute some measure of cor- 
rection and enhance the visual perform- 
ance of laboratory workers. 

Novel, but worth-while suggestions for 
facilitating the counting technic in bac- 
teriological laboratories have been pre- 
sented “with an eye toward better per- 
formance.” 


WATER POISONING—A STUDY OF POI- 
SONOUS ALGAE BLOOMS IN MINNE- 
SOTA 
Turopore A. Orson, Ph.D., F.A.P.H.A., 

School of Public Health, University of Minne- 

sota, Minneapolis, Minn. This paper was pre- 

sented on October 20, 1959. 

Algae blooms are growths of phyto- 
plankton which produce a visible change 
in water, either in turbidity or color. 
They are cosmopolitain in their occur- 
rence and are well known as the cause 
of unsightly and odoriferous nuisances 
in fresh-water lakes. The first published 
account of a poisonous bloom is that 
of George Francis, Adelaide, Australia. 
In 1878 he described an episode in 
which the consumption of water con- 
taining a bloom of the blue-green algae 
Nodularia spumigena led to the violent 
death of cattle, horses, pigs, sheep, and 
dogs which had access to Lake Alex- 
andrina. Since that time there have 
been similar reports from other parts 
of the world. Representative of these 
are the following: Waterville, Minn., in 
1882, 1883, and 1884 (Porter, Arthur. 
and Stalker 1887); Fergus Falls, Minn.. 
in 1900 (Nelson, 1903); Winnipeg 
Lake, Mich., in 1914 (Cotton, 1914); 
Frazer Lake, Hastings County, Ontario, 
Canada, in 1924 (Howard and Berry, 
1933); five outbreaks in Minnesota from 
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1918 to 1934 (Fiteh, Bishop, Boyd, 
et al.. 1934): northern Colorado (Deem 
and Thorpe, 1939); Missouri River in 
Montana (Quin, 1913); Onderstepoort, 
South Africa (Steyn, 1915); Des Laes 
Lake, N. D. (Brandenburg and Shigley, 
1917): Laguna Bedetti, outskirts of 
Santa Fe. Argentina, 1918 (Mullor and 
Wachs, 1950). 


years a number of additional outbreaks 


During the last nine 


have been observed and it is evident that 
algae toxication is a continuing and very 
From the 
literature it is also apparent that pri- 


widespread — phenomenon. 
marily blue-green algae are responsible 
for the toxicity of the blooms. 

The study reported here was under- 
taken for the purpose of ascertaining 
the primary components of algae blooms 
in Minnesota and the frequency of toxic 
manifestations. Data collected over a 
three-year period, 1948-1950, and based 
on a study of 92 blooms, showed that 
only ten species were involved impor- 
tantly in the production of blooms. They 
Anabaena circinalis Rabenhorst 
852; Anabaena flos-aquae (Lyngbye) 
DeBrebisson 1836; Anabaena Lemmer- 
manni P. Richter 1903; Anabaena spi- 
variety Crassa Lemmermann 
1898; Aphanizomenon flos-aquae (L.) 
Ralfs 1850; Coelosphaerium Naegeli- 
anum Unger 1854; Lyngbya_ Birgei 
G. M. Smith 1916; Microcystis aerugi- 
emend. Elenkin 1924; 
Microcystis incerta Lemmermann 1899; 
Trichodesmium lacustre Klebahn 1895. 
It was observed further that, in Min- 
nesota at least. summer blooms are re- 


were: 


roides 


nosa Kutzing: 


stricted to a relatively few species. This 
is demonstrated by the fact that only 
nine species of blue-green algae were 
found to be consistent and important 
components of the blooms studied. Most 
prevalent was Microcystis aeruginosa, 
which was found in 87 per cent of the 
Aphanizomenon 
flos-aquae, next in frequency, was found 
in less than half of the blooms. Coe- 


hlooms encountered. 


losphaerium Naegelianum found in 30 
per cent of the blooms was third in im- 
Other forms were relatively 
infrequent. Anabaena 
for example, was found in only 16 per 
cent of the blooms and A. spiroides and 
A. flos-aquae even less often. Anabaena 
circinalis which occurred in 2 per cent, 
and Microcystis incerta in 8 per cent 
of the blooms ranked among the lowest. 
In terms of bulk as well as in frequency 
Microcystis aeruginosa and Aphanizo- 


portance. 
I mermanni, 


menon flos-aquae were the leading com- 
ponents. For example, in half the 
blooms M. aeruginosa comprised more 
than two thirds of the algal bulk and 
in one third of the blooms it was for 
practical the only 
Aphanizomenon appeared to be roughly 
half as abundant as Microcystis, and it 
was observed that Coelosphaerium, in 
spite of its frequency, rarely reached 
an appreciable volume in any bloom. 

The incidence of toxic-blooms is 
demonstrated by the following: in 1948, 
23 out of 25 blooms tested were def- 
initely toxic to mice: in 1949, 17 out 
of 17 were toxic; but in 1950 only nine 
blooms out of 18 tested were poisonous 
to test animals. Thus in three years, 49 
toxic blooms were found among those 
collected more or less at random. The 
potency of the toxin varied greatly as 
did the killing time. The smallest lethal 
dose, for adult mice, was 0.005 ml of 
the raw algae and the shortest time re- 
quired for death to occur was two min- 
utes. The toxicity of a sample ap- 
peared to be directly related to the 
concentration of cells in a suspension. 
Furthermore it was found that certain 
species of algee such as Anabaena Lem- 


purposes species. 


mermanni, were more poisonous than 
Variations in toxicity were also 
observed when there was no apparent 
change in the species composition of the 
bloom. This may represent a physiologi- 
cal change but it is more likely that it 
represents a genetic difference. 


others, 
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APHA ANNUAL MEETINGS 


1960—October 31-November 4—San Francisco, Calif. 
1961—November 13-November 17—Detroit, Mich. 


Public Health Policy 


lonizing radiation, if properly utilized, 
is instrumental in improving the health 
and welfare of the people. Exposure 
to radiation, however, results in damage 
which may not be apparent immediately. 
Therefore, consistent with good medical 
practice, exposure to radiation from all 
controllable sources must be minimized. 
Governmental health departments should 
be given the legal authority to guard the 
public against undue exposure. Control 
of sources of ionizing radiation for the 
protection of the public against the haz- 
ards of radiation exposure is a govern- 
ment function for which official health 
departments should be given major legal 
responsibility. It is urgent that federal, 
state, and local governments establish 
health department programs to identify 
and evaluate human exposures and the 
radiation sources responsible for them 
and to develop effective control measures 
where necessary. The basic public health 
objectives are to recognize the essential 
uses of radiation and to reduce, wher- 
ever possible, exposures incident to them 
as well as to preclude unnecessary radia- 
tion exposures. 


Supporting Statement 


1. All lonizing Radiation Injurious— 
The effect of ionizing radiation on 


living tissue is to injure or to destroy 
cells. 


Even the beneficial effects of 
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radiation therapy are an indirect result 
of injury, for example, the destruction 
of malignant cells. Moreover, the in- 
jurious effects of radiation accumulate 
as the dose accumulates; each exposure 
to radiation adds to the total stress from 
all causes that the body is called upon 
to withstand. 


2. The effects of small doses of radia- 
tion may be imperceptible and slow to 
appear. Once the injury has occurred, 
however, there is no known means of 
repairing the damage. Therefore, it is 
unwise to wait for evidence or radiation 
damage in the population to justify pro- 
tective measures. 


3. Public Health Responsibility—It is 
a responsibility of government to safe- 
guard its people against potentially 
harmful exposures, when the exposures 
cause significant health hazards against 
which individuals are unable to protect 
themselves by their own efforts. Gov- 
ernmental health agencies are obligated 
to assure necessary protection of the 
public against radiation hazards. This 
can be done directly through regulation 
and supervision by the health depart- 
ment of radiation sources and use or 
indirectly by seeing that the safeguards 
provided by other agencies are adequate. 

This statement, approved by the Executive 
Board of the Association in March, 1960, is 


a revision of the original policy statement pub- 
lished in this Journal, May, 1958, page 643. 
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4. Prevent Unnecessary Radiation Ex- 
posure-—It is sound radiological health 
policy to prevent all unnecessary human 
exposures to radiation, Since ionizing 
radiation is injurious to living tissues 
and some of the effects are cumulative. 
even small doses of radiation entail some 
degree of risk. Some radiation ex- 
posures are unavoidable, as from back- 
ground radiation. The risks from cer- 
tain other radiation exposures are ac- 
cepted either because they are small 
as compared with risks from every- 
day hazards that are accepted for con- 
venience. or more particularly when the 
risks are involved in essential uses of 
radiation in which the expected benefits 
outweigh the probable radiation damage. 
It is impossible, of course, to limit ex- 
posure to zero, but it is entirely practical 
to regard all exposures above zero as 
potentially hazardous to human health. 


5. For the total population the 
recommended limits of maximum per- 
missible exposure are well below those 
currently accepted for persons occupa- 
tionally exposed to radiation. The total 
public exposure is the sum of doses ex- 
perienced by individuals, many of them 
received in the process of medical exam- 
ination, diagnosis, and treatment. Indi- 
vidual exposures also result from work- 
ing with radiation sources, as in nuclear 
energy operations or in industry. Allow- 
able doses should be determined by bal- 
ancing the benefit to the patient or 
sociely against the probability of radia- 
tion injury, The actual radiation expo- 
sure of large populations that is likely 
to have significant consequences is yet 
to be determined. Exposure of the total 
population can be kept at a low level 
only by preventing unnecessary indi- 
vidual exposures. 


6. Evaluation of Radiation Hazards 
The cumulative exposure indi- 
viduals and the total public exposure 


to radiation results from various and 


often unrelated sources. In order to 
judge the significance of radiation haz- 
ards and the control measures that are 
necessary, over-all identification of 
sources and evaluation of exposures are 
essential. Health departments are in an 
advantageous position to collect. corre- 
late, and interpret information that will 
indicate the extent and significance of 
radiation problems and the best methods 
of control. 


7. Protective Approaches — The 
technics for protecting the public are of 
two kinds—those limiting the creation 
of radiation sources and those control- 
ling the environment. For example, re- 
strictions on the construction of nuclear 
reactors would limit the creation of radi- 
ation sources. However. elimination of 
the sources, a favored strategy in public 
health programs for conventional haz- 
ards, cannot be relied upon where radia- 
tion or nuclear reactors have beneficial 
uses as in medical diagnosis and therapy. 
power generation, industrial processes. 
or research. 


8. Where elimination of radiation 
sources is impracticable. the alterna- 
tive is to control the environment. 
Examples of environmental control in- 
clude concentration and isolation of fis- 
sion products, dilution and dispersion 
of radioactive materials when it is safe 
to do so. shielding in the immediate 
vicinity of radiation sources, and placing 
radiation areas off-limits—a form of pro- 
tection by distance. 


9. Urgent Need for Action — With 
rapid progress in the development of 
nuclear energy with radioactive source 
and the extension of its use. the poten- 
tialities of radiation exposure of indi- 
viduals and the population are steadily 
increasing. In many places present 
demands and hazards require immediate 
action. There is need to expand public 
health capabilities to provide the neces- 
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sary number of trained qualified per- 
sonnel, to orient the public health pro- 
fessions and the public to an interest in 
limitation of radiation exposures, to pur- 
sue further quantitative studies of the 
biological effects of radiation, and to 
compile epidemiological information on 
radiation exposures that are related to 
public health conditions. 


Fellows Name 197 for Lasker Awards 


This year marks the fifteenth anni- 
versary of the APHA Albert Lasker 
Awards to individuals and groups for 
outstanding contributions in medical re- 
search and for distinguished service in 
public health. The awards will be made 
at the 88th Annual Meeting of the Asso- 
ciation in San Francisco, on Thursday. 
November 3, at 8:30 p.m. 

The recommendations of the 1959 
Lasker Awards Committee for the im- 
provement of nominating procedures 
were put into effect at the beginning of 
1960. This year for the first time, Fel- 
lows were asked to provide a biographi- 
cal sketch of their nominee and a sample 
citation on the nominating form. These 
new features of procedure have enabled 
the awards committee to operate at 
closer to maximum purposeful efficiency. 

In May, the APHA Lasker Awards 
Committee was well into the process of 
making its final choices. For the pub- 
lic health awards Fellows had submitted 
128 nominations for 54 nominees. For 
medical research honors, 69 nominations 
had been placed on record for 32 
nominees. Names for the public health 
awards at that time had been narrowed 
down to 34, and for medical research 
‘to 27 by the committee. 


APHA Project Staff Activity 


The director of APHA’s Behavioral 
Sciences project, Edward Wellin, Ph.D.. 
was the instructor of a course on Anthro- 
pological Field Methods in Public Health 
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offered during the fourth quarter (1959- 
1960) at Columbia University’s School 
of Public Health and Administrative 
Medicine in New York, the headquarters 
city of the project. The course, probably 
a first in anthropological field methods 
in public health, may help rectify the 
fact that “unfortunately, social scientists 
have not yet published worth-while field 
studies of health agencies.” 

Field studies are stressed because the 
field is where the public health graduate 
will be required to find his data. Upon 
returning to practice after graduation he 
will not usually find that his employing 
agency has the array of electronic data 
equipment and the field workers trained 
in social research that will aid him in 
his studies of man. Ideally, then, the 
public health student of social research 
should be equipped with the methods 
for observing human behavior first-hand 
in life situations. In carrying out ex- 
ploratory studies in any public health 
setting, anthropological field methods 
may be indicated when one not only 
lacks answers to questions but does not 
know what questions to ask. Too, there 
are circumstances — in underdeveloped 
areas and primitive settings—in which 
the investigator cannot impose elaborate 
designs or controls on the phenomena 
or cannot use precise data gathering 
instruments. . 

The course includes the study of field 
research in urban settings, in cross- 
cultural settings, of families, and of or- 
ganizations. 

The introduction to the bibliography 
of the course states that “despite exten- 
sions (of field work methods) and new 
technics, the best research instrument 
in anthropological field study remains 
the anthropologist himself.” 

Dr. Wellin was also the discussant at 
a session on Sociological Factors in Men- 
tal Illness and in Public Health Pro- 
grams at the New York Academy of 
Sciences and chaired the academy’s 
workshop on Sociological Factors in 
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Public Health on June 1 and 2, respee- 
tively. 

(Editor’s note: APHA is active on the 
East Coast as well as on the West in 
continuing education. Berwyn F. Mat- 
tison, M.D.. executive director (chair- 
man), and James L. Troupin, M.D., di- 
rector of professional education, Ameri- 
can Public Health Association, were on 
the planning committee of the five-day 
review of New Developments in Publie 
Health Fields. given at the Columbia 
School (June 20-24) through its Pro- 
gram of Continuing Education in Public 


Health.) 


Members Testify at Aging Hearings 


Several members and Fellows of the 
APHA gave counsel and information to 
members of the Senate Subcommittee 
on Problems of the Aged and Aging in 
Washington in the periods April 4-6 
and 11-13. Of the 26 witnesses sched- 
uled to appear, 11 were from the mem- 
bership. 

Leroy Burney, M.D., M.P.H., Surgeon Gen- 
eral, Public Health Service 
John D. Porterfield, M.D., M.P.H., Deputy 

Surgeon General, Public Health Service 
Martin Cherkasky, M.D., medical director, 

Montefiore Hospital, New York City 


Dean Clark, general director, Massachusetts 
General Hospital, Boston 

Douglas Colman, vice-president, Blue Cross 
Association 

Michael Dacso, M.D., director, Department of 
Physical Medicine, Goldwater Memorial 
Hospital, New York 

James P. Dixon, Jr., M.D., president, Antioch 
College, Yellow Springs, Ohio 

Professor Walter J. MeNerney, director, 
Michigan Study of Hospital and Medical 
Economics, University of Michigan, Ann 
Arbor 

Edward C. Mazique, M.D., private practitioner, 
Washington, D. C. 

Frank Van Dyke, associate director, New 
York State Prepayment Study, Columbia 
University School of Public Health and 
Administrative Medicine 

Jerry Voorhis, executive director, Group 
Health Association and Cooperative League 
of America 


Other witnesses were from organized 
medicine, labor, economics, insurance, 


welfare, and education. 

The APHA membership is also repre- 
sented in the National Advisory Com- 
mittee for the White House Conference 
on Aging in the person of Leonard W. 


Larson, M.D., pathologist, Quain and 
Ramstad Clinic, Bismarck, N. D.. who 
is chairman of its Planning Committee 
for Health and Medical Care (including 
institutional). Planning committee chair- 
men met in Washington on April 13. 


VOL. 50, NO. 6, A.J.P.H. 


re 
. | 
j 
2 
- 

. 
ia. 
888 


+ 


Street Plan of San Francisco Showing Location of Civic Auditorium and 


Housing Bureau Hotels (Letter indicates Zone) 
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Alexander Hamilton 


Sir Francis Drake 


HOTELS AND RATES 


Single 


$10.00-14.50 


8.00-10.00 
4.75- 5.50 
7.00— 8.00 
7.00- 

8.50-11.00 
10.00-17.00 


13.00-21.00 
8.00-12.00 
6.00-12.00 
6.00- 6.50 
10.00-11.00 
8.00-10.00 
3.00- 5.50 
6.00— 8.00 
7.00- 

8.00- 

5.00- 6.00 
5.50- 

10.00-20.00 
6.00- 8.00 
4.00- 5.50 
6.00- 

4.00- 6.50 
8.00-11.00 
15.00-19.00 
6.00- 9.00 
5.50- 8.50 
7.00- 8.00 
5.00- 

5.00- 7.00 
7.50-11.50 
12.00--22.00 
5.00- 6.00 
8.75-16.50 
11.00-16.00 
7.00-12.00 
5.00- 7.00 
10.00-12.00 


Double 
$13.00-18.50 
10.00-12.00 


10.50-13.50 

12.00-19.00 
7.50- 
9.50-10.50 
9.00- 


12.00-15.00 
8.00-14.00 
7.530- 8.50 
12.00-14.00 
10.00-12.00 
4.00— 7.00 
8.00-10.00 
9.00- 

10.00- 

7.00— 8.00 
8.00- 

12.00-22.00 
8.00-10.00 
5.00- 7.00 
7.00- 

5.00- 8.50 
10.00-12.00 
19.00-23.00 
8.50-10.50 
7.50-11.00 
8.00— 9.00 
6.£0- 

6.00- 9.00 
9.50-13.50 
13.00-20.00 
6.00- 7.50 
13.85-20.50 
13.00-17.00 
9.00-14.00 
7.60- 9.00 
11.00-16.00 
8.00- 


Twin Beds 


$13.00-18.50 
12.00-15.00 
6.50- 7.00 
10.00-12.00 
10.00- 
11.50-14.00 
14.00-20.00 
8.50- 
11.00-12.00 
10.00- 
16.00-23.00 
15.00-20.00 
10.00-16.00 
8.50-10.00 
15.00-16.00 
11.00-14.00 
4.50- 7.00 
9.00-12.00 
12.00 - 
12.00- 
8.50- 9.00 
9.00 - 
16.00-26.00 
10.00-14.00 
6.50- 8.00 
8.00- 
7.00-10.00 
11.00-13.00 
19.00-23.00 
9.00-11.50 
8.50-10.00 
9.00-10.00 
7.00- 
6.00- 9.00 
10.00-14.50 
16.00-25.00 
7.50- 9.00 
13.85-20.50 
16.00-22.00 
11.00-18.00 
8.00-10.00 
12.00-16.00 
9.00- 
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$20.00-60.00 
20.00-25.00 


20.00- 


22.00-25.00 
25.00-40.00 


41.00-50.00 
20.00-25.00 


25.00-35.00 
20.00-26.00 


20.00-25.00 
18.00- 
25.00- 


32.00-80.00 
20.00- 
15.00- 
20.00-25.00 


38.00-75.00 
17.50-18.50 


18.00-20.00 
30.00-55.00 


25.00-150.00 
35.00-50.00 
26.00-30.00 


25.00-60.00 
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SAN FRANCISCO ANNUAL MEETING, OCTOBER 31-NOVEMBER 4 


A Housing Bureau will be operated by the 
San Francisco Convention and Visitors Bureau 
for the Association. Since all requests for 
rooms are handled in chronological order, 
it is recommended that you send in your appli- 
cation as quickly as possible. 


In making hotel reservations please use the 
blank below, indicating your first, second, and 
third choice of hotels listed. Because of the 
limited number of Single Rooms Available, 
you will have a better choice of securing ac- 
commodations in the hotel you prefer if your 
request calls for rooms to be occupied by two 
or more persons. Rates quoted are for the 
room, and in case of double occupancy, the 
rate will be shared. 


No Minimum Rates, or any specific rate 
within the full price range quoted, can be 
guaranteed when your reservation is confirmed. 
Hotels make every effort to give you the re- 
quested rate. However, this is governed by 
prior check-outs and availability of such rooms 
on the date of your arrival. 


All Requests Should Be Accompanied by 
a Deposit Check for $10 per room made out 


to the APHA Housing Bureau. Hotels can- 
cel unclaimed reservations by 4:00 p.m. There- 
fore, a deposit is requested to insure that your 
reservations will be held on your arrival date— 
whatever the hour. Your deposit will be 
credited to your account. Please Do Not 
Send Cash. 


Cancellations: Cancellations must be received 
15 days prior to the meeting for refunds of 
your deposit to be made by the hotel. 


Late Requests: Applications Received 
Later Than October 16 (15 days prior to 
the opening date of the convention) will be 
returned. In such cases please select your 
own hotels and write to them direct. 


All reservations must clear through the Hous- 
ing Bureau. All requests must give definite 
date and approximate hour of arrival and 
names and addresses of all persons who will 
occupy rooms requested. 


ALL RESERVATIONS WILL BE CON- 


FIRMED IF REQUEST IS RECEIVED 
NOT LATER THAN OCTOBER 16. 


MAIL TO: 


ama APHA HOUSING BUREAU 


Room 300, 61 Grove Street 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 
First Choice Hotel 
Second Choice Hotel 
Third Choice Hotel 
Arrival 


NAMES OF ALL OCCUPANTS: 
(Please bracket those sharing a room) 


Check For $ 
MAIL CONFIRMATION TO: (Signed) 
Address 


City 


| (Note: 
| arrange to share a twin-bedroom with another.) 


Single rooms are very scarce. Please 


Single Room 


Double Bedroom 


Twin Bedroom 


Parlor, Bedroom Suite 


Departure 


ADDRESSES: 


. payable to APHA Housing Bureau js enclosed. Please enclose a self-addressed stamped envelope. 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 


SociETY AND SECRETARY 


ALABAMA PUBLIC HEALTH ASSOCIATION, Ralph 
Roberts, State Health Dept., Montgomery 

ARIZONA PUBLIC HEALTH ASSOCIATION, Joseph J. 
Weinstein, Maricopa County Health Dept., Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bldg., Little Rock 

CALIFORNIA, NORTHERN, PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Carl Fox, 
33 Pryor St., N.E., Atlanta 

HAWAIL PUBLIC HEALTH ASSOCIATION, Alison Mac- 
Bride, R.N., 510 S. Beretania St., Honolulu 13 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. MecLelland, State Board of Health, Indianapolis 

IOWA PUBLIC HEALTH ASSOCIATION, Lloyd Coe, 
lowa Hospital Association, 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Miss 
Pegev Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, Lucille 
Godelfer, State Dept. of Health, New Orleans 7 

MARYLAND PUBLIC HEALTH ASSOCIATION, Mary 
Thompson, Prince Georges County Board of Education, 
Upper Marlboro 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Marjorie 
Delevan, 1817 West St. Joseph Street, Lansing 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. S. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI! PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1, Hardin 


The World Is Illinois’ Neighbor 


At Springfield, Ill., on an evening in 
April, delegates to the 20th annual meet- 
ing of the Illinois Public Health Asso- 
ciation were reminded that public health 
is one world. 

Major speaker at the IPHA annual 
banquet, Carlos Luis Gonzales, M.D., 
assistant director, WHO Regional Office 
for the Americas, demonstrated the ac- 
tual and potential value to our country 
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NEBRASKA PUBLIC HEALTH ASSOCIATION, George 
R. Underwood, M.D., 935 R. St., Lincoln, Neb. 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Waldo 
McNutt, M.P.H., Delaware River Drive, Frenchtown 
NEW MEXICO PUBLIC HEALTH ASSOCIATION, 

Daniel T. Marley, P. O. Box 8066, Albuquerque 
NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Frances Ann McVey, 4317 Robinson St., Flushing 
$5, N. Y. 
NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Mrs. Kathleen Boland, Rensselaer County Health Dept., 


Trov 

NORTH CAROLINA PUBLIC HEAL1H ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 
marck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach, R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, State Health Dept., Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 


Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Mrs. Helen 
W. Wiesmann, 1220 E. Broad St., Richmond 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Caesar Branchini, General Electric Company, 
Richland 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, West Virginia State Dept. of 
Health, Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waumakee, Wis. 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines, lowa 

SOUTHERN BRANCH, APHA, M. L. McDonald, Dallas 
Health Museum, Dallas, Tex. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


of public health programs in other coun- 
tries. In “World Health Problems— 
Your Problems” he described how yel- 
low fever programs in 13 American 
countries are protecting the United 
States population against the disease 
despite the presence of Aedes aegypti 
mosquitoes in this country. Influenza 
surveillance posts and identifying labora- 
tories abroad provide us with timely 
warning for taking protective measures 
within our borders. Economic stakes are 
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also involved. Dr. Gonzales noted. Ma- 
laria’s prevalence in India may account 
for a hidden inflated production cost to 
Americans buying India’s goods of as 
much as $300 million annually. 

Official welcomers to the 
tered delegates at the IPHA conference 


325 regis- 


(April 21-22) were Mayor Lester 
Collins, IPHA president; Herman N. 
Bundesen, president, Chicago 


Board of Health: and Leroy L. Father- 
ree. M.D... M.P.H.. director of public 
health for the state. The latter presided 
over the first morning’s general session 
on “Illinois’ Population Patterns and 
Trends.” a topic explored by O. K. 
Sagen. Ph.D... of the Census Bureau in 
Washington, D. C. 

The audience at the afternoon’s gen- 
eral session heard Abbot Spaulding, 
Illinois Bell Telephone Company, dis- 
cuss “Human Relations in the Work 
Situation.” and Adelia Beeuwkes, asso- 
ciate professor of nutrition, University 
of Michigan School of Public Health, on 
the fact that “We Have Plenty . . . Food, 
Facts and Fiction.” More extensive pub- 
lic education is needed to prevent nutri- 
tional disease and foolish expenditures 
for worthless food supplements. 

The sections—clerical. health educa- 
tion, health officers, nursing, nutrition, 
sanitary engineering—met in the late 
afternoon and then again the second 
morning. Clericals conducted a workshop 
on “Department of Public Health Pro- 
One joint sectional meeting 
was concerned with “Research in Public 
Health.” 

In “Movement of Radioisotopes in 
Man’s Biosphere — Plant and Animal 
Physiology.” John H. Rust, Ph.D.. head 
of the Nuclear Medicine Section, Univer- 
sity of Chicago, presented at the final 
general session an encouraging summary 
of the current evidence that man has not 
yet been generally exposed to hazardous 
amounts of radioactivity through air and 
food. The session ended with a review 
of dramatic changes on the public health 


cedures.” 
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scene — “Getting on with the Public 
Health Job.” by Robert J. Anderson, 
M.D., director, Communicable Disease 
Center, Atlanta, Ga. 

The IPHA conference ended with a 
luncheon and business meeting. During 
luncheon clerical workers from the Il- 
linois Department of Public Health were 
models in a style show. 

The IPHA Merit Award was pre- 
sented to Baxter K. Richardson, former 
acting director, Division of General Ad- 
ministration, Illinois Department of Pub- 
lie Health, in recognition of his con- 
tributions to public health during his 40 
years of service with the department. 

LeRoy Davenport, D.V.M., milk con- 
trol and veterinary public health deputy 
director, Hlinois Department of Public 
Health, is the new president. William J. 
Hixon, assistant director of public 
health. Evanston. was re-elected secre- 
tary-treasurer. John Zur, D.D.S.,_ is 
president-elect. The 21st annual meeting 
will be held in Chicago, April 12-14, 
1961. Francis B. Elder, P.E., engineer- 
ing associate, represented the APHA at 
the Springfield meeting. 


Bridgework in Kentucky 


Kentucky Public Health Association 
(and the Official Conference of Public 
Health Workers) convention-goers were 
asked to keep “Bridging the Gap” in 
mind as a theme for their discussions 
at the 12th annual meeting of KPHA 
in Louisville (April 5-7). 

In his presidential address at the first 
general session, M. A. Shepherd, M.D. 
(health officer for Pulaski County, 
Somerset) defined the gap in public 
health that must be bridged. When the 
public is not well enough informed and 
motivated in health matters the gap is 
wide open. It is up to the public health 
profession to engineer the bridging and 
filling. Public health needs to shut off 
the “faucet” of disease rather than wait 
to “mop up the ruins” afterwards. 
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Singling out eastern Kentucky as “al- 
most virgin territory for the public 
health worker” he noted that in the 
state “thousands of people are suffering 
from parasitism, dysentery, anemia and 
related diseases because they have 
neither the knowledge nor the incentive 
to move them to build and to use a 
Kentucky sanitary privy.” The phrase 
“public health is people” is defective; 
the truer expression would be “public 
health is informed people.” They must 
know enough of the medical facts which 
affect their personal and community 
health, “and further, use those facts for 
positive action. Surely our first re- 
sponsibility is to see that this happens 

.. to ‘bridge the gap’ . . . for ourselves 
as well as for those we seek to protect.” 

Except for a workshop and demonstra- 
tion for laboratory workers, the first 
afternoon was given over to a Curbstone 
Conference, registrants being urged to 
“fill in the gaps in your knowledge of 
old and new programs. Get answers to 
special problems from the public health 
consultants available.” 

On the second day of the conference, 
each of the six sections conducted all- 
day meetings. Sanitarians concentrated 
on environmental health and the legal 
aspects of public health; health educa- 
tors joined with representatives of eight 
Kentucky health organizations in a panel 
discussion on “Community Resources” ; 
Clerks heard about “Government, Public 
Health and Culture in Laos” from that 
country’s director of malaria eradica- 
tion, Seuth Saypharath, M.D.; and the 
Laboratory Section completed its work- 
shop. 

The general conference theme was 
specifically incorporated into the pro- 
grams of two sections. Among other 
papers, health officers heard “Bridging 
the Gap Between Old and New Treat- 
ment of Mental Diseases,” by Wilber A. 


Mitchell, M.D., director, Division of 
Community Services, Kentucky State 
Department of Mental Health, and 
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“Newest Ideas on Venereal Diseases and 
Their Treatment” by Jean R. Williams, 
M.D., health officer for Bullitt County. 

The Nurses Section devoted the day 
to “Bridging the Gap Between Alco- 
holism and Public Health.” M. S. 
Akaydin, M.D., clinical director of Ken- 
tucky’s Western State Hospital, sug- 
gested that a large factor in the rise of 
alcoholism in this country may be due 
to “the independence of American 
women (which) is causing a division of 
authority in the American home. Chil- 
dren . . . become confused and insecure 
and grow up with potentialities as al- 
coholics.” Robert R. Knowles, M.D., 
superintendent, Kentucky State Hospital, 
told the nurses that alcoholism is now 
epidemic in America. Five million per- 
sons are affected “and another 200,000 
join them each year.” Again, increased 
public education is considered a specific 
remedy for the prevention of the disease 
and for the growth of objective public 
attitudes toward it. 

On the morning of the third day, 
four special interest groups explored 
“What's Your Health Program Worth?,” 
“Health Plans in a Growing Commu- 
nity,” “Emotions Affecting Health Work- 
ers,” and “Educate—For What?” 

Mrs. Raymond A. Greene, wife of an 
oil distributor, received the KPHA in- 
dividual award “for the most significant 
contribution to public health in Ken- 
tucky in 1959,” specifically for her work 
in getting the public health tax passed 
in Grant County. A similar award for 
an organization went to the Younger 
Woman’s Club in Manchester which pro- 
moted a public health tax in Clay County 
in 1958 and contributed $2,000 to the 
funds for the new county health depart- 
ment building. Local health department 
workers who won awards for suggestions 
to improve public health in Kentucky 
were: Margaret Newman (Lewis 
County), Marie Palmer (Harrison 
County), and Paris B. Boles (Wayne 
County). 
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Ruth Spurrier, R.N., director, Divi- 
sion of Public Health Nursing, Kentucky 
State Department of Health, succeeded 
Dr. Shepherd as KPHA president. Other 
officers for 1960-1961 are: 
President-Elect—Thomas P. Summers, execu- 

tive secretary, Kentucky Tuberculosis As- 

soccation 

Vice-President—Sara C, Stice, director, Divi- 
sion of Public Health Education, State De- 
partment of Health 

Secretary—Peggy Fisher, secretary, Division 
of Health Education, State Department of 

Health 
lreasurer—William A. Kanzinger, director. 

Bureau of Finance and Administrative Serv- 

ices, State Department of Health 


Registrants for the annual meeting 
numbered 703. This would seem to be 
a remarkable attendance in view of the 
fact that. at the time of the meeting. the 
State Health Department was in the 
process of a mass move of headquarters 
from Louisville to Frankfort. There, its 
new address is 275 East Main Street. 
Meeting with KPHA were the Kentucky 
Association of Sanitarians, Kentucky 
Association of Public Health Clerks, 
Kentucky Association of Public Health 
Physicians, and Kentucky Association of 
Registered Nurses, Public Health Sec- 
tion. 


Kansas: More History, but Spoken 


APHA Affiliated Societies continue to 
evidence an interest in their histories 
(see A.J.P.H. April, May, 1960). This 
time it is the Kansas Public Health Asso- 
ciation in the person of its president, 
H. R. Wagenblast. M.D.. director. 
Salina-Saline County Health Depart- 
ment. In an address at the first general 
session of the 18th KPHA annual meet- 
ing (April 18-20, Wichita) he gave an 
historical account of the beginnings of 
KPHA and of its various accomplish- 
ments and commitments to action during 
latter years. (Perhaps his notes, which 
are to be mimeographed and distributed 
to KPHA members, will inspire a pub- 
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lished version.) From this review of the 
past the KPHA president went on to 
outline present and contemplated KPHA 
goals, These include a closer associa- 
tion of public health workers to con- 
solidate efforts on behalf of desirable 
educational and legislative action in the 
commonwealth of public health in Kan- 
sas. 

Thomas R. Hood, M.D., deputy execu- 
tive director, APHA, joined Dr. Wagen- 
blast at the opening session in projecting 
from the present to the future in a talk 
on the “Present Trends in Public Health 
as Viewed from APHA.” 

Dr. Hood. former state health officer 
for Kansas, compared public health with 
a three-legged stool, resting on three 
general types of knowledge — medical 
and biological sciences, environmental 
sciences, and social or behavioral sci- 
ences. The “third leg of the stool is 
pretty weak and this weakness is the 
cause of some of our poorest perform- 
ances, failures and frustrations.” Several 
proposals for making the supports of 
public health more durable and usable 
include an investigation of the effects 
on medical care of a whole series of 
licensure, accreditation and qualifying 
systems, and the development of a series 
of research projects to be performed by 
APHA and groups which are its pro- 
fessional relatives. 

Kansas Association of Public Health 
Sanitarians and Kansas Local Health 
Officers met on the morning and eve- 
ning. respectively, of the first day. 

On the morning of the second, four 
25-minute sessions of special interest 
groups were held. Each group was 
divided in three, the third in each case 
being devoted to selected film showings. 
The topics for discussion included “Cor- 
rection of Sewage Disposal Problems 
Associated with Trailer Courts,” “Re- 
habilitation in Nursing Homes.” and 
“Increased VD Reporting by Private 
Physicians in Kansas.” (Proposals stem- 
ming from these group discussions were 
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later submitted to the KPHA for action 
at the business meeting of the final gen- 
eral session. ) 

Among the noteworthy talks scheduled 
in the three sectional programs in the 
afternoon was “Current Problems in the 
Respiratory Diseases” in which David 
B. Radner, M.D., director, Chest Depart- 
ment, Michael Reese Hospital, Chicago, 
described at length the complex and 
continuing problems in tuberculosis case 
finding and successful treatment. He also 
questioned the belief that the disease can 
he eradicated: it is a life-long disease, 
can be easily reactivated, often goes un- 
detected or uncontrolled, is difficult to 
manage in the more recalcitrant group 
of infected persons, and is widespread in 
many countries, Speaking on respira- 
tory disease in general, he pointed out 
many of the ways in which we increas- 
ingly pollute the atmosphere and _per- 
haps create permanently crippling re- 
spiratory conditions. Many packaged 
sprays in use today, for example, are 
less innocuous than their users realize. 

Dr. Radner also spoke on health edu- 
cation at the Samuel J. Crumbine Dinner 
which took place that evening. This 
year, the KPHA Crumbine Award, the 
association’s highest honor, was not 
The dinner was the occasion, 
however, of the presentation of two Spe- 
cial Service Awards for meritorious 
service to public health in the state to 
C. H. Munger, M.D., director, Lyon 


given, 
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County Health Department, and J. M. 
Reddy, inspector, Division of Food and 
Drugs, Kansas State Board of Health. 

Featured speaker at the final general 
session was Sam Fine, director, Kansas 
City District, Food and Drug Adminis- 
tration, HEW, on “The Problem of Anti- 
biotics, Insecticides, and Pesticides in 
Foods.” 

A. F. Schaplowsky, director, Health 
Education Services, Kansas State Board 
of Health, succeeded Dr. Wagenblast as 
president. Other officers for 1960-1961 
are: 

President-Elect—Robert Riedel, M.D., director 
and assistant health officer, Division of 
Local Health Services, Kansas State Board 
of Health, Topeka 

Vice-President—Evan Wright, director, Food 
and Drug Division, Kansas State Board of 
Health, Topeka 

Secretary-Treasurer—W. W. Wilmore, execu- 
tive Secretary, Kansas Tuberculosis and 
Health Association, Topeka 


Editor’s Note: KPHA’s secretary-treas- 
urer reports that KPHA membership dues 
which were increased in 1959 are almost 
100 per cent paid. “The members are 
responding to the challenge of keeping 
their state association active and a suita- 
ble affiliate of the American Public 
Health Association” (State Board of 
Health Newsletter, March, 1960). P.S.: 
Each person registering for KPHA’s 
18th annual meeting was asked if he 
were a member of APHA, and if not, 
given the APHA membership form. 


American Public Health Association membership application blank on page XXXIX 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 


those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


\ssociation. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 


additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


County Public Health Officer—Shasta 
County is in northern California. M.D. and 
either M.P.H. degree or two years’ experience 
in public health required. California physi- 
cian’s license required within one year. Salary, 
five-step plan, $950-$1,000-$1,050-$1,100-$1.150. 
For full particulars write Bill G. Minton, 
County Executive, Court House, Redding, 
Calif. 


Local Health Officers—Florida. Two 
well organized local health units near Pensa 
cola on Gulf Coast. Starting salary $9,120- 
$11,040 dependent upon previous training and 
experience. Travel allowance, retirement, other 
benefits. Write Wilson T. Sowder, M.D., 
State Health Officer, Florida State Board of 
Health, P.O. Box 210, Jacksonville, Fla. 


Medical Health Officer—as medical di- 
rector of Bi-County Health Department in 
central Illinois. Must have M.P.H. degree 
and public health experience, be eligible for 
license to practice medicine in Illinois. Salary 
$10,500. Under Social Security coverage. 
Liberal vacation and sick leave benefits. Write 
George G. Green, M.D., President, DeWitt- 
Piatt Bi-County Board of Health, Monticello, 
Ill. 


Public Health Physician—as assistant 
county health officer for well organized county 
health department in the Middle West. Good 
salary. Excellent employment benefits. Male or 
female. Write Box PH-3, Employment Serv- 
ice, APHA. 


Pediatrician—for State Health Depart- 
ment. To act as pediatric consultant within 
agency and work with professional and lay 
groups in the field. Included in work: hos- 
pital standards, school health problems, statis- 
tical studies, future program planning. Start- 
ing salary $12,240. Ohio medical license, one- 
year internship, at least two years’ graduate 
training required; preferably Board of Pedi- 
atrics or eligible. Civil service position, vaca- 
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POSITIONS AVAILABLE 


tion, sick leave, annual salary increments, and 
retirement plan. Staff appointment to state 
university if eligible. Address inquiries to 
Division of Child Hygiene, Ohio Department 
of Health, Columbus 15, Ohio. 


Commissioner Tuscarawas 
County, Ohio. Established local department. 
Responsible for 60,000 population. Salary 
$10,000-$12,000, plus travel. Generalized pro- 
gram. Cooperative community. Ohio license 
required. Apply to Board of Health, Tus- 
carawas General Health District, 659 Boule- 
vard, Dover, Ohio. 


Health 


Public Health Physician—for Tri-County 
Health Department in southern Illinois. Good 
personnel policies, vacation, sick leave, Social 
Security benefits. Salary $14,000 annually for 
physician meeting Illinois requirements. Con- 
tact Tri-County Health Department, 1115 
Cedar St., Cairo, Ill. 


Public Health Nurse—generalized. Salary 
$384-$466; mileage. Retirement plan, other 
benefits. High, dry climate, four seasons; 
center of northern Arizona recreation area. 
Merit system. Write Merle E. Smith, M.D., 
M.P.H., Director, Coconino County Health 
Department, Flagstaff, Ariz. 


Psychiatric Nurse Consultant — City- 
County Health Department with generalized 
public health nursing service which includes 
school health. Salary range $6,500-$7,200 per 
year. Liberal personnel policies. Bachelor’s 
degree in public health nursing and master’s 
degree in psychiatric nursing. Four years’ ex- 
perience in public health nursing, including 
one year in supervision. Assist in developing 
and coordinating program for follow-up care 
for patients discharged from mental hospitals 
and consultation to staff. Apply to Depart- 
ment of Personnel, The Health and Hospital 
Corporation of Marion County, 730 East Wash- 
ington, Indianapolis, Ind. 
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Public Health Nurses—City-County Health 
Department with public health nursing service 
which includes school health. Desire nurses 
with public health nursing preparation. Salary 
range $4,368-$5,200; starting salary dependent 
on preparation and experience. Liberal person- 
nel policies. Apply to Personnel Director, The 
Health and Hospital Corporation of Marion 
County, 730 East Washington, Indianapolis, 
Ind. 


Executive Director — Combined public 
health nursing agency. Education and experi- 
ence in public health nursing, including super- 
visory experience. Have well qualified health 
officer. Salary open. Five-day, 40-hour week, 
month’s vacation, and liberal personnel poli- 
cies. Capital city, population 216,000. Public 
Health Nursing Association, Des Moines, Iowa. 
Write Mrs. J. R. McNerney, Personnel Com- 
mittee, 521 16th St., West Des Moines, Iowa. 


Supervisor of Public Health Nurses— 
for suburban health department adjacent to 
Washington, D. C., serving a population of 
370,000. Modern building, excellent working 
opportunities in varied program. Nursing 
staff numbers 55. Minimum requirements: 
bachelor’s degree and five years’ experience. 
Salary $5,750-$7,012. Contact Director, Public 
Health Nursing, Prince Georges County 
Health Department, Cheverly, Md. 


Public Health Nurse I—$5,057-$5,537. 
Challenging position in generalized public 
health nursing with progressive suburban de- 
partment 17 miles west of downtown Detroit. 
Many liberal fringe benefits. Apply, Amalia 
Krause, Nursing Director, Wayne County 
Health Department, Eloise, Mich. 


Junior Public Health Nurse — Salary 
range $4,160-$4,979. Liberal retirement and 
sick leave benefits. New modern building. 
Promotional opportunities. Apply Flint Civil 
Service Commission, City Hall, Flint 2, Mich. 


Public Health Nurses—Challenging op- 
portunity in Rocky Mountain area of Montana 
in family health service for the mentally ill. 
Merit system, retirement plan, accumulating 
sick leave, paid vacation, salary open. Apply 
to Director, Division of Public Health Nurs- 
ing, State Board of Health, Helena, Mont. 


Public Health Nursing Consultant (As- 
sistant to Director of Public Health Nurs- 
ing in State Health Department)—Give 
consultation to public health personnel in all 
phases of public health nursing, including in- 
service education; prepare manuals, guides, 
etc., for public health nurses; assist in ad- 
ministration of program. Bachelor’s degree in 
public health nursing minimum preparation; 
master’s degree desirable; four years’ experi- 
ence in public health nursing, including two 
in administration or supervision. Salary: start 
at $6,768, maximum $8.088. Civil service, 
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vacation, sick leave, Social Security, and re- 
tirement benefits. Write Miss Ione M. 
Rowley, R.N., Director, Public Health Nurs- 
ing, 119 Monona Ave., Madison 3, Wis. 


Public Health Nurse III (District Ad- 
visory Nurse)—Give guidance and counsel- 
ing to all public health nurses in a multiple- 
county area regarding community organization 
and relationships, program planning, public 
health nursing technics, records, and report- 
ing. Responsible for inservice education pro- 
gram for local public health nurses and 
evaluation of nursing services. Salary range 
$5,688-$6,768, plus travel allowance. — B.S. 
degree with major in public health nursing 
and three years’ generalized experience as a 
public health nurse. Special requirements: 
registration or eligibility therefor as a reg- 
istered nurse in Wisconsin; certification or 
eligibility for certification as a public health 
nurse in Wisconsin. Write R. J. Siesen, 
Personnel Officer, State Board of Health, 
Madison 2, Wis. 


Opportunity in the City of Oak Ridge, 
Tenn. Public Health Nurse Supervisor 
—Head of a public health nursing services 
unit who will supervise two public health 
staff nurses. This is part of a going health 
department of 12. Salary range is $5,122- 
$6,084, plus fringe benefits. Sanitarian 
Supervisor—Head of an environmental health 
unit consisting of one other sanitarian, one 
part-time sanitarian, and one laboratory tech- 
nician. This is part of a going health de- 
partment of 12. Salary range is $5,122- 
$6,084, plus fringe benefits. We are in- 
corporated under the City-Manager form of 
government and have established a _progres- 
sive merit personnel program. Write to 
Personnel Office, P. O. Box 1047, Oak Ridge, 


Tenn. 


Sanitary Engineer—for large health de- 
partment in rapidly growing county of 370,000 
adjacent to Washington, D. C. Modern, 
spacious, air-conditioned building. Minimum 
requirements: bachelor’s degree, plus four 
years’ experience. Salary $8,000-$9,762. Five- 
day work week, liberal sick leave, vacation, 
and retirement benefits. Murray Grant, M.D., 
Prince Georges County Health Department, 
Cheverly, Md. 


Public Health Educator Il (School 
Health)—Initiate and develop school-com- 
munity health education programs in a multi- 
county district. Desirable qualifications: 
M.P.H. degree, plus two years’ experience in 
health education; sound working knowledge 
of principles of education and methods of 
teaching. Salary starts at $6,048, maximum 
$7,188. Travel allowance, vacation, sick leave, 
retirement, group insurance plans. Write Dr. 
Amy L. Hunter, Director, Bureau of Maternal 
and Child Health, Wisconsin State Board of 
Health, Madison 2, Wis. 
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Public Health Educator Hl (Dental 
Hygienist)—Assist in developing dental 
health programs for preschool and adult 
groups in a several county area. Coordinate 
dental health education activities with over- 
all health education program. College gradua- 
tion, a year of graduate training in an ac- 
credited school of public health, and two 
years’ experience. Licensure or eligibility for 
licensure to practice dental hygiene in Wis- 
consin essential. Salary starts at $6,048; 
maximum $7,188. Civil service, vacation, sick 
leave, Social Security, and retirement benefits. 
Write R. J. Siesen, Personnel Officer, State 
Board of Health, 400 State Office Bldg., Madi- 
son y A W is. 


Social Work Administrator— State Board 
of Health, Child Guidance Division, Madison 
2, Wis, Amy L. Hunter, M.D. Creative 
pioneering opportunity for mature, experi- 
enced social worker. Plan and _ integrate 
social work facets of public health program 
for prevention of emotional health problems; 
team approach in organization and coordina- 
tion of various state-wide educational and con- 
sultation projects, including inservice training 
of state and local public health personnel and 
other professionals; education of lay groups: 
emphasis on discussion process to increase 
understanding and enhance constructive atti- 
tudes supportive of primary prevention; super- 
vise several social workers serving on a dis- 
trict level in the above program. Head- 
quarters: Madison. Requirements: M.S.W.; 
minimum of five years’ relevant experience, 
mainly in community child guidance clinic 


team, including two years as a social work 
supervisor. Salary $7,368-$8,748. 


Chief, Division of Food and Sanitation 

in health department of progressive Midwest 
city of 65,000. Responsible for slaughterhouse 
regulations, meat and milk inspection, and en- 
vironmental sanitation. D.V.M. degree and 
public health experience required. Salary 
range $7,308-$8,508. Retirement plan and 
Social Security, hospitalization and liberal 
sick leave, and vacation benefits. Write 
Supervisor of Personnel, Room 1, City Hall, 


Kenosha, Wis. 


Sanitary Chemist or Laboratory As- 
sistant—for progressive laboratory in the 
Lake Michigan area doing sewage, industrial 
waste, and water quality analyses. Degree not 
essential. A good opportunity for the right 
man. Send résumé, including salary require- 
ments to Box L-74, Employment Service, 
APHA. 


Senior Sanitary Chemist—Challenging 
opportunity with partial emphasis on research. 
Salary range $7,180-$9,220 with four $510 
yearly increments; first increment awarded 
after six months’ service. Duties: Supervise 
and participate in responsible chemical, bac- 
teriological, and radiological studies and ex- 
aminations of water, sewage, milk, waste, air, 
etc., in connection with an environmental sani- 
tation program in a public health laboratory. 
Participate in field’ studies. Write Erie 
County Laboratory, 2100 City Hall, Buffalo 2, 
N. 


POSITIONS WANTED 


On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Chief Chemi: Medical college, Ph.D.. 
1955. Male, age 41. State health department 
chemist three and one-half years—food, drug, 
and water analyses, radioactivity monitoring. 
Eight years prior in tobacco research. Health, 
Education, and Welfare Department's special- 
ized training courses. Presently employed. 
Available in the United States or abroad upon 
respectable termination notice. Box M-25, 
Employment Service, APHA. 


Physician—Male, Iranian, age 56. M.D., 
Teheran University; M.P.H., University of 
Michigan. Thirty years’ experience in public 
health, last 11 as director general, Ministry of 
Health. Now retired, desire position in the 
United States or abroad for which United 
States citizenship and Board certification are 
not required. Morteza Faris, M.D., M.P.H., 
279 Monirieh Ave., Teheran, Tran. 
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Public Health Educator—<Age 34, citizen, 
bilingual. B.S., education, 1946, and M.P.H., 
education, 1953, University of Puerto Rico. 
Experience: home economics teacher, six 
years; public health educator, three years: 
school health supervisor, 18 months; case- 
worker since July 1, 1959. Interested in work- 
ing in Pontiac, Oakland County, Mt. Clemens, 
or Flint, Mich. Box HE-95, Employment 
Service, APHA. 


Director of Nursing or Instructor in 
Public Health Nursing—P.H.N., M.P.H. De- 
sire position with voluntary or official agency, 
or as instructor in collegiate program. Ex- 
perience includes public school teaching, staff 
and supervisory nursing, school and home 
nursing, public health nursing coordinator in 
hospital school of nursing, and public health 
nursing instructor in supplemental degree 
program. Box M-26, Employment Service, 
APHA. 
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Commercial Advertisements 


All communications on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, IL. 


OPPORTUNITIES AVAILABLE 


(a) Overseas Opportunity—Epidemiologist $16,000. (d) Public health nursing instructor, 
and Maternal and Child Health; excellent leading university medical school; associate 
employee benefits; American owned foreign professor status; $780 month; West. (e) 
operation; $16,000 plus. (b) Medical health Nurses, supervisors, instructors for Latin Amer- 
officer, progressive city department; Lake ican assignments; $5,000-$7,200 net; addi- 
Michigan; start $16,000. (c) Assistant direc- tional annual bonus. (f) Public health nurs- 
tor public health, new position in well estab- ing consultant, Middle West; state-wide pro- 
lished state organization; Middle West; gram; $6,000-$7,500. 


“We are continually being reminded of the advances and progress of medicine, 
and unquestionably many things are possible today which were impossible one or two 
generations ago. But, without detracting from these diagnostic and therapeutic 
achievements, | think it fair to point out that the real progress is much less than is 
claimed. We have managed to change the pattern of disease: that is all. As in every- 
thing else, solving one problem leads to the appearance of new ones, often more 
difficult or intractable than the first, and in some directions at least we seem to be 


approaching problems that cannot be solved. Proportionately, more doctors are 
kept busy today than fifty or a hundred years ago; but taken as a whole, there seems 
to be no evidence that there is less disease. Where once a man’s first illness might 
well be his last, today he can clear many obstacles before reaching his grave.” 


(R. L. Manning. Where Does Medicine Fit In? Lancet (Dec. 21), 1957, p. 1274.) 
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LIVE POLIOVIRUS VACCINES—Papers Pre- 
sented and Discussions Held at the First In- 
ternational Conference on Live Poliovirus 
Vaccines in Washington, D. C., June 22-26, 
1959. Washington, D. C.: Pan American 
Sanitary Bureau (150! New Hampshire Ave., 
N.W.), 1959. 713 pp. Price, $5.00. 


This volume is the first comprehensive 
report of the large-scale field trials of 
live poliovirus vaccines that have been 
carried on in Europe, Africa, Asia, and 
the Americas over the past few years. 
There was general agreement that Salk 
vaccine has been valuable in preventing 
paralytic poliomyelitis, Its limitations 
are that it does not prevent alimentary 
infection and dissemination of wild 
polioviruses; it is expensive and takes 
great effort to produce; administration 
is by injections, several of which are 
needed; and the services of a physician 
are necessary. Live poliovirus vaccine 
is cheap; can be produced quickly in 
suflicient quantity (ten liters are enough 
for one million persons) ; prevents rein- 
fection with wild poliovirus; and by 
spreading in the community, may re- 
place wild viruses in nature. 

The question of safety was uppermost 
in the minds of the investigators. The 
critics pointed out that virus isolated 
from vaccines has increased neuro- 
virulence when tested in the monkey. 
The proponents admitted this. They 
argued, however, that the monkey is a 
poor test animal since it is more sensitive 
to intraspinal injection than the higher 
apes and, presumably, man.  Further- 
more, successive passages in man do not 
increase the neurovirulence. Smorod- 
intsev made ten consecutive passages in 
children with the Sabin vaccine, and 
Koprowski reported nine passages with 
his strain without increase in virulence. 
About 20 million persons have received 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


the vaccine in the U.S.S.R., Czechoslo- 
vakia, and Poland, yet after careful 
follow-up, no instance of poliomyelitis 
was found which could be ascribed to 
the use of the vaccine. 

Recent reports indicate that genetic 
“markers,” related to virulence have 
been developed to differentiate strains of 
polio virus. The perfection of these 
methods may eliminate the monkey as a 
test animal. In vitro tests may soon be 
generally used to determine whether ex- 
creted poliovirus is genetically related to 
vaccine strains or to wild strains. 

One of the drawbacks in the use of 
live vaccines is the interference with 
multiplication caused by the presence 
of other enteroviruses in the intestines. 
There is some evidence that increased 
dosage of poliovaccine may overcome 
this difficulty and also the need for feed- 
ing the three types separately with an 
interval of several weeks. 

The antibody response of vaccinated 
persons varies, depending on whether 
the vaccines lack antibodies before vac- 
cination or not. A much greater re- 
sponse is obtained in the former than in 
the latter. Feeding the vaccine to very 
young infants permits the multiplication 
of the vaccine virus in the intestines pro- 
vided large enough doses are given. The 
universal vaccination of this age group 
may solve the problem of interference, 
since very young infants do not usually 
harbor enteroviruses. 

The effectiveness of the oral vaccine 
in preventing paralysis has not been 
adequately tested. Most of the large- 
scale studies, as in the U.S.S.R., were 
performed without controls, since the 
low incidence of poliomyelitis requires 
tests with large numbers of individuals. 
Effectiveness has been tested by increase 
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in antibody and by the low rate of polio- 
myelitis in those vaccinated and in the 
community. The latter has been par- 
ticularly striking in Lithuania and 
Estonia. 

The volume records a most stimulat- 
ing symposium for all interested in the 
problem of poliomyelitis and the use of 
live vaccines. Morris GREENBERG 


RADIOACTIVE FALLOUT — A TWO-YEAR 
SUMMARY REPORT—By Charles L. Dun- 
ham. U. S. Atomic Energy Commission. 
Washington, D. C.: Office of Technical Serv- 
ices, Department of Commerce, 1959. 110 
pp. Price, $1.25. 


In the face of rising levels of atmos- 
pheric contamination, the subject of 
radioactive fallout warrants the concern 
of today’s public health worker and the 
populations he seryes. It is kept alive 
through the press, radio, and television 
and in some instances, unfortunately, 
has been inaccurately interpreted, 

This summary report of the director 
of the Atomic Energy Commission’s 
Division of Biology and Medicine was 
especially prepared for presentation at 
the Hearings on Fallout before the Joint 
Committee on Atomic Energy, May 5-8, 
1959. It is factual and yet interpretive 
for the benefit of those who are un- 
familiar with day-to-day advances in the 
field. Twenty-seven pages constitute the 
body of the report, while the remaining 
83 pages are devoted to supporting ap- 
pendixes, individually authored by spe- 
cialists. The report includes a valuable 
tabulation of AEC’s program devoted 
to research into the nature and hazards 
of fallout. Health administrators and 
their lieutenants, and related workers in 
the biological realm would do well to 
add this document to their list of re- 
quired reading. By so doing, they will 
be better informed on the nature and 
distribution of fallout. and on how and 
by whom pertinent studies are being 
conducted. They will benefit also from 
a lucid explanation of the problem of 
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permissible levels of radiation exposure. 
Of particular significance is a statement 
in the text which points to the “paucity 
of relative information on man with 
respect to the effects of low dose and 
the low total doses which we are con- 
cerned with today.” 

Man’s quest for new uses of atomic 
energy will require intensified research 
if man himself is to emerge the victor. 
It is patently clear that the double-edged 
sword of radiation must be under full 
control at all times, and that under the 
aegis of the Atomic Energy Commission 
some valuable contributions toward this 
end have been made. 

James LIEBERMAN 


MORBIDITY FROM CANCER IN THE 
UNITED STATES—By Harold F. Dorn and 
Sidney J. Cutler. Public Health Monograph 
No. 56. Washington, D. C.: U. S. Govern- 
ment Printing Office, 1959. 207 pp., 49 text 
and 23 appendix tables, 58 charts. Price, 
$1.00. 


This monograph summarizes the find- 
ings from surveys of cancer morbidity 
first conducted in 1938 and repeated 
from 1947 to 1948 in ten metropolitan 
areas scattered throughout the United 
States. Records of cancer diagnosed or 
treated during the calendar years studied 
were obtained from all physicians and 
medical facilities in each community. 
The minimum data obtained for each 
case permitted elimination of duplicates 
and nonresident persons, as well as sepa- 
ration of cases newly diagnosed during 
the year from those previously identified 
and returning for treatment. In _ this 
manner determination of incidence of 
newly diagnosed cases for the entire 
communities was possible. 

Incidence rates of each type of can- 
cer are exhaustively treated by age, race, 
sex, marital status, and geographic re- 
gion. Trends of the different cancers are 
presented, as well as considerations of 
association with socioeconomic class and 
data on stage of disease. 
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Morbidity data are presented both in 
abbreviated form for the nontechnical 
reader and in the considerable detail 
While all 


specialists would by no means agree with 


necessary for the specialist, 


many inferences suggested by the au- 
thors. the text as well as the references 
cited provide the general reader with a 
useful introduction to the epidemiology 
Though the data are only 
areas, 


of cancer. 
representative of metropolitan 
where the incidence of most cancers is 
higher than in the country as a whole, 
they are a constant source of reference 
for the specialist. In addition, the study 
methods employed may well serve as a 
model for estimating morbidity from 
other nonreportable, so-called noninfec- 
tious diseases, 


ALEXANDER G. GiLLiAM 


PLANNING HOMES FOR THE AGED— 
Edited by Geneva Mathiasen and Edward H. 
Noakes. New York, N. Y.: F. W. Dodge (119 
West 40th St.), 1959. 128 pp. Price, $12.75. 


Assistance in preliminary planning 
for a home for the aged is difficult to 
find in the current literature. This 
hook, the result of plans submitted dur- 
ing an architectural competition plus 
original contributions by 11 authors, 
attempts to fill this gap. It sueceeds in 
part in meeting the needs of widely 
varying audiences, but for some it will 
seem too general in its approach. While 
the discussion of the need for services 
of an architect seems to have been over- 
emphasized, it will be helpful in remind- 
ing lay board members that the architect 
should be involved early in planning. 

To many state licensure agencies a 
“home for the aged” means a personal 
care or boarding home as differentiated 
from a medical or a nursing facility. 
To the authors. however, it means an 
which 
range of personal, social, medical, and 


institution supplies the entire 


nursing services, but which is under 
nonprofit auspices (and most of the time 
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they imply voluntary nonprofit). The 
winning architectural plans which are 
included in the book help in visualizing 
the syntheses of the concepts presented 
in the earlier chapters. In questionable 
taste. however, is the use of portions of 
the plans submitted in the contest with 
the authors identified and with critical 
comments appended, It might have been 
fairer to have permitted the architects 
who drew these sketches to have pre- 
pared answers to these comments. 

Of major importance to public health 
people is the continuing emphasis on the 
need for medical care and preventive 
services. The most helpful suggestion 
in this regard is “every resident’s room 
to meet minimum hospital standards.” 
Designs utilizing this principle would 
not find themselves inappropriate or in- 
efficient as the essentially healthy, newly 
admitted resident population ages and 
becomes gradually more infirm. 

S. Davip PomRINsE 


HISTORY AND TRENDS OF PROFESSIONAL 
NURSING (4th ed.)—By Deborah MacLurg 
Jensen; J. F. Spalding; and E. L. Cady, Jr. 
St. Louis, Mo.: Mosby (3207 Washington 
Blvd.), 1959. 610 pp. Price, $5.25. 


As the author states in the first line, 
this book is intended primarily for the 
prenursing and nursing student. It will 
give them an idea of modern-day nurs- 
ing: then take them through a historical 
development of nursing from antiquity. 
through the evolution of professional 
nursing, to the present time. It gives 
growing evidence of the professionalism 
of nursing. 

The nursing instructor will find it a 
valuable resource, because the book, 
divided into 12 units, gives ideas of 
questions, study projects, and a com- 
prehensive bibliography. The graduate 
nurse will find it quick reference ma- 
terial. 

Of special interest in modern society 
are the nine chapters on the legal aspects 
of nursing. written in language easily 
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understood by one uninformed in legal 
terms. Other areas of special interest to 
the nursing student and graduate alike 
are the chapters on various nursing or- 
ganizations, fields of nursing, and oppor- 
tunities for professional growth. 

The final eight chapters on interna- 
tional relationships and nursing in other 
countries should serve to foster a greater 
understanding and interest of other 
nurses and world nursing problems. 

The book tells the story of the evolu- 
tion of nursing to professional nursing 
as an organic progressive movement and 
of the leadership given to enable the 
nurse to take her place on the medical 
health team. DAMMANN 


CURRENT APPROACHES TO PSYCHO- 
ANALYSIS—Edited by Paul H. Hoch and 
Joseph Zubin. New York, N. Y.: Grune and 
Stratton (381 Fourth Ave.), 1960. 207 pp. 
Price, $6.50. 


This book is the latest of the series of 
volumes reporting the proceedings of the 
annual meeting of the American Psy- 
chopathological Association. their 
Foreword the editors convey a disap- 
peintment similar to that experienced by 
this reviewer over the relative absence 
of papers which carefully delineate the 
conceptual structures basic to the differ- 
ent theories of psychoanalysis. Only in 
the paper by Bieber and the discussion 
by Ovesey is this systematically carried 
out. 

In addition to this lack there is almost 
a total absence of specification of the 
hypotheses and assumptions which are 
the foundations of the various theoretical 
approaches. The naive viewpoint that 
only experimental investigation is capa- 
ble of testing the validity of basic hy- 
potheses is not being espoused. On the 
contrary, what is being inferred from 
the failure to specify testable hypotheses 
and assumptions capable of support by 
other sources of evidence is that the 
theories cannot be subjected to valida- 
tion procedures at all. 
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In summary, despite the inclusion of 
some material of interest to the psycho- 
analytically sophisticated reader the title 
of the book promises more than it de- 
livers. OrBacu 


A HISTORY OF THE AMERICAN DENTAL 
ASSOCIATION — By R. W. McCluggage. 
Chicago, IlIl.: American Dental Association 
(222 East Superior St.), 1959. 520 pp. Price, 
$8.00. 


An interesting and logical presenta- 
tion of the history of the American Den- 
tal Association has been accomplished 
by the author. The history has been 
compiled in an absorbing manner, using 
the background of social trends in gen- 
eral and of medical developments with 
emphasis placed on dentistry, to present 
an account of a century of health serv- 
ice rendered by the association. 

The book is divided into three parts 
and contains 30 chapters, references, 
and an index. The first part deals with 
the heritage of the American Dental 
Association, tracing its beginning, early 
professional organization, and the prob- 
lems encountered by a young. develop- 
ing profession. The second part deals 
with the developing concept of profes- 
sional leadership during the period from 
1860 to 1912. The third part deals 
with the professional organization in 
contemporary America, showing the re- 
lationship of the association to its mem- 
bers, the profession, and the public. Dr. 
McCluggage has put together a picture 
of personalities, crises, failures. and 
achievements of the dental profession 
over a span of a hundred years. and the 
result is an interesting and intriguing 
story of the American Dental Associa- 
tion. 

The book contains an introduction by 
Richard H. Shryock, librarian of the 
American Philosophical Society. The 
last paragraph of his introduction ex- 
presses well the reviewer's feelings in 
regard to the book: 

“It is hardly necessary to add, with 
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regard to Dr. MceCluggage’s study as a 
whole, that the preparation of so thor- 
ough and comprehensive a work must 
have entailed considerable time and 
devotion. For all those who are inter- 
ested in the background of the present 
dental profession, and likewise for those 
who would weleome a comparative per- 
spective on the history of the medical 
profession, this work will prove reward- 
ing.” Cart L. SEBELIUS 


TEACHING COMPREHENSIVE MEDICAL 
CARE: A PSYCHOLOGICAL STUDY OF 
A CHANGE IN MEDICAL EDUCATION— 
By Kenneth R. Hammond and Fred Kern, Jr. 
A Commonwealth Fund Publication. Cam- 
bridge, Mass.: Harvard University Press (44 
Francis Ave.), 1959. 642 pp. Price, $10.00. 


Providing truly comprehensive care 
to large numbers of patients is difficult; 
teaching medical students to provide 
such care is even more dificult; and 
the evaluation of such efforts is more 
dificult still, The authors and_ their 
colleagues deserve the congratulations 
of all those interested in improving the 
care of patients for the success they have 
achieved in all three areas. 

Their report is in reality two books 
addressed to two different audiences: 
one composed of health eare personnel 
and medical educators: one composed 
of behavioral scientists. The first part 
of the volume reviews the development 
of an experimental teaching program 
for fourth-year medical students at the 
University of Colorado. It deals with 
the problems of establishing a compre- 
hensive care clinic in a city hospital 
(Denver General) and the difficulties of 
teaching when patients have overwhelm- 
ing social problems. The second part 
is an analysis of the results of ingeni- 
ously-devised psychological tests admin- 
istered to all fourth-year students be- 
fore and after exposure to the teaching 
clinics at Denver General Hospital and 
the University of Colorado Hospital. The 
investigators divided the fourth-year 


class into two equal parts by strict ran- 
dom sampling; one-half followed the 
special comprehensive care curriculum 
at Denver General Hospital, while the 
other half, the control group, partici- 
pated in traditional outpatient work at 
Colorado General. 

The authors believe they have demon- 
strated that the comprehensive care ex- 
perience was successful in retarding the 
development of negative attitudes in 
students toward patients, compared to 
traditional teaching, without damage to 
learning of medical facts. Moreover, 
they have accumulated valuable experi- 
ence which they report in full in provid- 
ing care, in teaching. and in the methods 
of psychological evaluation. This report 
of experience will be the most important 
part of the book in the long run, for 
some doubt must be expressed about the 
complete accuracy and definitiveness of 
the experimental findings. The control 
and study groups though randomly se- 
lected, inevitably had a good deal of 
interchange of ideas and opinions: the 
validity of some of the measures used is 
openly doubted by the investigators 
themselves; and the choice of the in- 
structor-student interaction as the crucial 
variable in the control and study situa- 
tions was probably a mistake, as the 
authors point out in an early chapter. 
The effectiveness of the comprehensive 
care experience, furthermore, cannot 
really be evaluated without follow-up of 
the students over a number of years. 

The combined effect of an innovation 
in the curriculum and the implicit ques- 
tioning of this by the attempts at evalua- 
tion may have been the most significant 
factor in influencing the success of the 
entire program. Challenging the status 
quo is threatening to many people and, 
therefore, dangerous without the full 
support and understanding of the entire 
medical faculty and hospital administra- 
tion. Dr. Kern deserves great honor for 
his courage and determination in seeing 
this educational experiment through to 
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a successful conclusion. Dr. Hammond 
is equally deserving of credit for his 
skill and ingenuity in devising research 
technics in a new field, 

Georce G. Reaper 


PSYCHIATRY IN MEDICAL PRACTICE— 
By W. Lindesay Neustatter. New York, N. Y.: 
John DeGraff (31 East 10th St.), 1959. 311 
pp. Price, $8.00. 


There is a plethora of psychiatric 
literature directed at the psychiatrist and 
also at the public, but far less in psychia- 
try is written specifically for the clini- 
cian or the general practitioner. Dr. 
Neustatter’s volume, coauthored by four 
additional contributors, is of the latter 
order. It is intended for the medical 
practitioner not merely to inform him 
what the psychiatrist does, but also to 
teach him what he might do in his prac- 
tice. Dr. Neustatter has had no experi- 
“general practice,” but he writes 
in the conviction that “so much of it 
(g.p.) appears to be psychiatry in an- 
other guise.” 

As an exposition of psychiatric no- 
sology—the psychoneurosis, the “func- 
tional” psychosis, organic disorders, 
et al., it is a readable and competent 
work and bound to be informing to the 
general practitioner reader. It is, how- 
ever, short and at times questionable on 
the scores of etiology and therapy. The 
typically British organic orientation pre- 
dominates in this work. The author 
quotes approvingly Sargant’s argument 
that just as the diabetic may be “in- 
definitely treated with insulin,” so too 
“even permanent sedation is justified with 
psychoneurotics, if it means they can 
overcome invalidism.” Then what is 
permanent sedation? Yet there is also 
much good psychotherapeutic advice in 
the book. At the initial interview, do 
not catechize the patient; when the pa- 
tient begins talking, do not interrupt 
him: observe as well as listen, and so on. 

Forty-one of the book’s 304 pages are 
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devoted to the special psychotherapeutic 
technics and procedures and 50 pages 
to the physical. Psychoanalysis is cov- 
ered in ten pages; Jung gets two, Adler, 
half a page, and Stekel, a little more 
than a page! 

The general practitioner reader will 
find this work of worth and interest. 
The author’s style is felicitous, and the 
text reflects much thought and experi- 
ence. The reader will not learn much 
on “how to add psychiatry to his praec- 
tice.” But then can anyone learn this 
from any book? Four chapters dealing 
with Hypnosis, Epilepsy, Neurosyphilis 
and Cerebral Surgery are contributed, 
in the order of the titles, by Drs. Clif- 
ford Allen, J. C. Batt, W. D. Nicol, and 
W. Partridge. Taco GALDSTON 


SOCIOLOGICAL STUDIES OF HEALTH 
AND SICKNESS: A SOURCE BOOK FOR 
THE HEALTH PROFESSIONS—FEdited by 
Dorrian Apple. New York, N. Y.: McGraw- 
Hill (330 West 42nd St.), 1960. 350 pp. 
Price, $7.50. 


This book, intended for “students and 
teachers in nursing, medicine, adminis- 
tration, health education, and the social 
sciences,” is a compilation of 22 selec- 
tions, all originally printed elsewhere; 
they deal variously with problems de- 
riving from “social and psychologic” 
forces that bear upon illness and _ its 
treatment. These selections are organized 
under four headings: The Recognition 
of Need for Health Care, The Patient’s 
Point of View, Psychosocial Processes in 
Illness, and The Organization of Hospi- 
tals. Each section starts with a state- 
ment by Dr. Apple — reminiscent of 
remarks a teacher might make in intro- 
ducing new materials to a class—sum- 
marizing the pieces included in that 
section and attempting to relate them to 
one another and to broader problems, 
issues, and conceptualizations. There is 
an index and an inadequate annotated 
bibliography of 32 titles. 

The work is not sufficiently inclusive 
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or properly organized to provide a com- 
prehensive introduction to the sociology 
of medicine. It will be useful mainly 
as a supplementary book of readings for 
classes concerned with exploring some 
of the interrelations of medicine and so- 
cial science. Its chief merit would seem 
to be convenience; it brings together in 
a form handy for instructor and student 
materials otherwise scattered. The selec- 
tions included appear to be those Dr. 
Apple has found useful in her own teach- 
ing; an alternate set of equally appro- 
priate titles could easily be compiled for 
any of the four sections. 

Most of the authors and their ma- 
terials will be known to anyone familiar 
with the growing literature in this field. 
The value of having them together in a 
single volume will probably depend, for 
any given user, on the extent to which 
his preferences in teaching materials 
coincide with those of the author. 

LYLE SAUNDERS 


FOOD POISONING: FOOD-BORNE INFEC- 
TION AND INTOXICATION (4th ed.)— 
By Elliot B. Dewberry. Foreword by Sir 
Arthur MacNalty, K.C.B. London, England: 
Leonard Hill House (Eden St.), 1959. 411 
pp. Price, 45s net. 


The fourth edition has been greatly 
expanded. the number of references in- 
creased. and additional photographs are 
included. The book contains much valu- 
able information with numerous exam- 
ples of food poisoning outbreaks, A 
cross-section of knowledge is presented 
reviewing the historical theories of 
causative agents without a critical evalu- 
ation: for example, the whole field of 
the heat resistance of poisons produced 
by the Salmonella is reviewed, even 
though it has never been established that 
man has been made ill by the consump- 
tion of foods in which Salmonella have 
grown and in which they were subse- 
quently destroyed before the food was 


eaten. 


The author makes a statement on page 
32 under Toxins as follows: “In recent 
years evidence has accumulated, showing 
that many outbreaks of food poisoning 
have been due to undestroyed poisonous 
substances elaborated by certain organ- 
isms. This may have been due to the 
fact that bacteriological research failed 
to reveal the presence of the causative 
organisms. The extremely short incuba- 
tion period (two to four hours or even 
less) together with the very acute symp- 
toms, suggested the action of a_pre- 
formed toxin in the food ingested. espe- 
cially in the case of canned foods.” 

As far as present evidence is con- 
cerned the enterotoxins produced by 
staphylococci are the only heat-resistant 
poisons produced by bacteria which 
cause illness when ingested. 

On page 35 under Resistance to Heat 
the author states: “The remarkable heat- 
stable properties of these poisonous sub- 
stances (Cathcart found that B. enter- 
itidis toxin withstood heating to 100° C 
for 30 minutes) have considerable bear- 
ing on the processing of canned foods. 
especially in the United States where the 
subject has been under active investiga- 
tion, on account of its importance to the 
food preservation industry.” 

In the chapter on Staphylococcus 
Food Poisoning a picture is shown in 
Plate 12B of a band aid as affording 
protection for the noninfected cut finger. 
In the reviewer's experience the band 
aid is unsuitable for preventing con- 
tamination of certain foods; for exam- 
ple. in the deboning operation in the 
preparation of frozen poultry pot pies 
a focus is provided in the healing wound 
for rapid multiplication of potentially 
food poisoning staphylococci. These 
staphylococci then have free access to 
the meat. Although this book contains 
a wealth of information it leaves the 
reader with a maze of details to assimi- 
late and critically evaluate. 


G. M. Dack 
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BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 


Space and the interests of readers will permit review of some, but not all, of the books listed. 


BistioGRAPHY BiLHaArziaAsis 1949-1958. 
World Health Organization. New York, 
N. Y.: Columbia University Press, 1960. 
158 pp. Price, $2.00. 

Bout TRANSMIsIBLE DE La AntmMALe La Om. 
A. Grinstescu and C. Iacob. Editura Aca- 
demiei Republicii Populare Romine, 1959. 
489 pp. Price, Lei 42,70. 

Wirnout Pain. Pierre Vellay. 
New York, N. Y.: Dutton, 1960. 216 pp. 
Price, $3.95. 

COMMUNICABLE AND INFECTIOUS Diseases (4th 
ed.). Franklin H. Top, et al. St. Louis, 
Mo.: Mosby, 1960. 812 pp. Price, $20.00. 

Doctor Botivia. H. Erie Mautner, Phila- 
delphia, Pa.: Chilton, 1960. 331 pp. Price, 
$5.95. 

EMPLOYMENT AND ConpiITIONS OF WorRK OF 
NURSES. International Labour Office. 
Geneva, Switzerland: La Tribune De 
Genevs, 1960. 176 pp. Price, $2.00; 12s. 

Ensuring Mepicat Care ror tHE Acep. Mor- 
timer Spiegelman. Published for the Pen- 
sion Research Council. Homewood, III: 
Richard D. Irwin, 1960. 280 pp. Price, 
$5.75. 

First Aip-DiaGNosis AND MANAGEMENT (5th 
ed.). Warren H. Cole, et al. New York, 
N. Y.: Appleton-Century-Crofts, 1960. 432 
pp. Price, $6.25. 

Hanpsook oF CHEMISTRY AND Puysics (41st 
ed.). CC. D. Hodman: R. C. Weast; and 
S. M. Selby, Editors. Cleveland, Ohio: 
Chemical Rubber Publishing Co., 1960. 
3472 pp. Price, $12.00. 

Hearth Prans & 
J. W. Garbarino. Berkeley, Calif.: Uni- 
versity of California Press, 1960. 301 pp. 
Price, $5.00. 

Heattu Service, Society, Mepicine. Karl 
Evang. New York, N. Y.: Oxford Uni- 
versity Press, 1960. 184 pp. Price, $3.00. 

Histoptasmosis. Edited by H. C. Sweany. 
Springfield, Thomas, 1960. 538 pp. 
Price, $14.50. 

INTERNATIONAL Work IN Leprosy 1948-1959, 
Geneva, Switzerland: World Health Organi- 
zation, 1960. 39 pp. Price, $.30. 

I Prescrine Laucuter. Thomas R. Rees. New 
York, N. Y.: Vantage Press, 1960. 111 pp. 


Price, $2.75. 


JUNE, 1960 


Law ano Mepicine. Text and Source Ma- 
terials on Medico-Legal Problems. W. J. 
Curran. Boston, Mass.: Little, Brown, 1960. 
829 pp. Price, $12.50. 

LineraL Epucation anp JourNA.iso. P. L. 
Dressel. New York, N. Y.: Bureau of Pub- 
lications, Teachers College, Columbia Uni- 
versity, 1960. 102 pp. Price, $2.00. 

Low-Levet Irraptation. A. M. Brues. Wash- 
ington, D. C.: American Association for the 
Advancement of Science, 1960. 158 pp. 
Price, $3.75: AAAS Members $3.25. 

ManuaL or TropicaL Mepicine (3rd ed.). 
G. W. Hunter, Il: W. W. Frye: and J. C. 
Swartzwelder. Philadelphia, Pa.: Saunders, 
1965. 892 pp. Price, $15.00. 

Mepica Care or tHE Aporescent. J. R. 
Gallagher. New York, N. Y.:° Appleton- 
Century-Crofts, 1960. 384 pp. Price, 
$10.00. 

Merck oF CHEMICALS AND Drvcs (7th 
ed.). Rahway, N. J.: Merck & Co., 1960. 
1,600 pp. Price, $12.00. 

PuysioLocy oF Prematuriry. Transactions 
of the Fourth Conference, March 25-27, 
1959. Editor, J. T. Lanman. New York, 
N. Y.: Josiah Macy, Jr. Foundation, 1960. 
187 pp. Price, $4.50. 

Poicies FOR THE PLANNING OF THE MEDICAL 
Center oF Mayacuez #2. Department of 
Health, Commonwealth of Puerto Rico. 
Cambridge, Mass.: Associated Consultants, 
1960. 

PosturaL Firness:—SIGNIFICANCE AND VARI- 
ances. C. L. Lowman and C. H. Young. 
Philadelphia, Pa.: Lea & Febiger (Washing- 
ton Square), 1960. 341 pp. Price, $7.50. 

REHABILITATION OF MENTALLY ILL. M. Green- 
blatt and B. Simon. Washington, D. C.: 
American Association for the Advancement 
of Science, 1959. 260 pp. Price, $5.00; 
Prepaid to AAAS Members, $4.50. 

SociaL Science in Nursinc. Applications 
for the Improvement of Patient Care. F. C. 
Macgregor. New York, N. Y.: Russell 
Sage Foundation, 1960. 354 pp. Price, 
$5.00. 

Stupy OF COMPANY-SPONSORED FOUNDATIONS, 
A. F. M. Andrews. New York, N. Y.: 
Russell Sage Foundation, 1960. 86 pp. 
Price, $1.50. 
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UNpERSTANDING ORGANIZATIONAL Benavior. 
Argyris. Homewood, Dorsey Press, 
1960. 179 pp. Price, $6.00. 

U.S.S.R. Lirerarure ON AND 
Recareo OccurationaL Diseases. Vol. 1. 
\ Survey by B. S. Levine. Washington, 
€.: S. Department of Commerce, 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Expert Neurosis Defined—Buried 
in the introduction to a series of unusu- 
ally good papers on radiation hazards 
is this gem, which you may someday 
want to adapt to your own use. “Expert 
neurosis—a chronic constipation of the 
information-excretory organs.” it 
a rather common occupational disease 
of health authorities too? The papers 
are about: (1) organizing protection, 
(2) strontium 90 in the diet, (3) ioniz- 
ing radiation interpretation, (4) radia- 
tion in food and drugs, and (5) reas- 
surance. 

Anon. Boon and Bogey. Pub. Health 
(Br.) 74, 6:201 (Mar.), 1960. 


Straw in Wind—Though the aver- 
age length of life increases (at a slacken- 
ing rate), crude death rates are tending 
to rise fractionally too. However, when 
allowance is made for the greater num- 
bers in older age groups, the adjusted 
mortality rates (in the experience re- 
ported here) can still be shown to be 


decreasing a little. 

Anon. Mortality Record for 1959. Statist. 
Bull. Metrop. Life Insur. Co. 41, 2:1 (Feb.), 
1960. 


Office of Technical Services, 1960. 210 pp. 
Price, $3.50. 

Worip Review or Nutrition AND Dietetics. 
Edited by G. H. Bourne. Philadelphia, 
Pa.: Lippincott, 1960. 272 pp. Price, 
$12.00. 


A Word of Thanks—About 80 of 
the many papers read at our Atlantic 
City meeting are summarized here for 
the benefit of those convention attendees 
who could be in only one spot at a time 
and the other Association members who 
could not, or would not attend the meet- 
ings. A highly readable and truly in- 
formative condensation as usual. 

Anon. The APHA Conference Report. 
Pub. Health Rep. 75, 3:200 (Mar.), 1960. 


Shoe-Leather Immunology — “It 
seems evident that the house-to-house 
approach, by providing immunizations 
for ‘hard-to-reach’ groups in their neigh- 
borhoods, played a prominent part in 
cutting the toll of poliomyelitis in Phila- 
delphia” the authors conclude. For de- 
tails of this aggressive program see the 
paper. 

Auten, W. A., and Burke, M. J.  Polio- 
myelitis Immunization, House-to-House. Pub. 
Health Rep. 75, 3:245 (Mar.), 1960. 


Unhappy Truth Confirmed—*... 
our experience confirms that, as has 
been found many times before, the treat- 
ment of these obese patients is a tre- 


VOL. 50, NO. 6, A.J.P.H. 


. 
7 
Oe 
x 
908 


mendously difficult task. Success .. . 
may be anticipated in less than half of 
those (patients 20 per cent or more over- 
weight) who come under care.” Lack 
of motivation, lack of intelligence, or 
emotional difficulties furnish the stum- 
bling blocks. 

Berkowitz, D., and Becx, N. Long-Term 
Management of Obesity in a Union Health 
Center. J.A.M.A. 172, 13:138 (Mar. 26), 
1960. 


New Directions — The way the 
changing Canadian public health pro- 
gram will shape up is the subject of an 
opening address to an incoming class at 
a school of hygiene by the head of the 
National Health Services. Though Can- 
ada’s underlying structure differs from 
ours and the program will inevitably be 
different, those of us who think in terms 
of public health statesmanship will enjoy 
this philosophic discussion. 

Cuarron, K. C. Present Challenges in 
Public Health. Canad. J. Pub. Health 51, 
3:85 (Mar.), 1960. 


Short and Sharp—lIn their bold 
statement explaining their responsibility 
to do everything possible to reduce the 
alarming increase in deaths from lung 
cancer, the directors of the American 
Cancer Society have this to say: “The 
Board further believes that all organiza- 
tions and agencies concerned with can- 
cer have a responsibility to formulate 
plans of action to reduce the in- 
cidence of this largely preventable dis- 
Is the APHA numbered among 
such organizations? 

Cote, W. H. Statement of American 
Cancer Society on Cigarette Smoking and 
J.A.M.A. 172, 13:1425 (Mar. 


ease, 


Lung Cancer. 
26), 1960. 


For Family Spacers—This quota- 
tion is from the editorial comment on 
a report upon a predictive test of the 
fertile period: “A simple, inexpensive 
procedure which will enable a woman 
to know daily the extent of her period 
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of maximum fertility offers new hope to 
the childless woman or the overburdened 
cardiac or tuberculous mother alike. 
Positive and negative family planning 
for responsible parenthood is now possi- 
ble without moral scruples.” 

Doyte, J. B., et al. The New Fertility 
Testing Tape. J.A.M.A. 172, 16:1744 (Apr. 
16), 1960. 


Trachoma Vaccine—For most of 
us. this matter can be filed under the 
heading of interesting information. A 
vaccine has been made from a trachoma 
virus that elicits an antibody response 
in monkeys and human subjects. Evi- 
dence is offered of its preventive value. 

Grayston, J. T., et al. Trachoma—Studies 


of Etiology, Laboratory Diagnosis, and Preven- 
tion. J.A.M.A. 172, 15:1577 (Apr. 9), 1960. 


Swimming Water—In this field test 
of the substitution of iodine for chlorine 
in the treatment of swimming pool water 
it was found that a majority of bathers 
preferred the iodine disinfection method 


because of a decrease in eye irritation 
and despite the noticeable color change. 
Iodine was found at least as effective 
as chlorine. 

Marsnatt, J. D., Jr., et al. Iodine Disin- 
fection of a Cooperative Pool. The Sanitarian 
(American) 22, 4:199 (Jan.-Feb.), 1960. 


Rum and Teen Agers — Though 
you may have reached, shall we say, 
the years of maturity, you may still re- 
member the horrible-example lectures on 
alcohol that the law demanded someone 
must put before you. Did they depict 
riddled stomach linings or the liver re- 
duced to shoe leather? Were you scared 
into total abstinence for life? A man 
who knows the old and the new teach- 
ings asserts that the educational ap- 
proach to the alcohol problem should 
enable the youngster to make an intelli- 
gent judgment on the present-day prob- 
lem he must face, rather than to dwell 
upon the physical deterioration that may 
overtake him thirty years in the future. 
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How such instruction can be organized 
is not neglected in this Atlantic City 
meeting paper. 

McCarruy, R. G. Alcohol and the Adoles- 


cent. J. School Health 30, 3:99 (Mar.), 


1960. 

No Ipse Dixit Here—It would do 
your heart good just to read this re- 
freshing paper on nutrition — of all 
things——because it is replete with “very 
little good information is available.” “we 
have no valid information.” “we do not 
know.” “so far as is known,” and many 
other frank 
limits of our understanding in this field. 


acknowledgments of the 


which is usually embroidered with hard- 
and-fast rules about what to eat and 
when. The eminent professor of nutri- 
tion concludes, “I submit to you the sug- 
gestion that discussions of geriatrics 
would be more useful if we knew what 
we were talking about.” 

McHenry, E. W. Nutrition and Older 
People. Canad. J. Pub. Health 51, 3:101 
(Mar.), 1960. 


“Cold Vaecines”—Flying personnel 
in the (Br.) Royal Air Force were given 


a commercial bacterial “cold” vaccine. 
or an autogenous vaccine, or saline. The 
total incidence and severity of respira- 
tory illnesses were similar in the three 


groups. The autogenous vaccine group 
did have a statistically significant reduc- 
tion for a limited period of from three 
to six weeks after the third and reen- 
forcing doses. 

Minier, D. L., et al. A Trial of Bacterial 
Vaccines for the Common Cold in the Royal 
Air Force. Lancet 7120:358 (Feb. 13), 1960. 


Who Is Responsible? — Every so 
often there occurs a slight infraction of 
the rule that items appearing in this 
ancient compendium of hints for the 
curious shall be limited to annotations 
on articles appearing in the scientific 
press. This time, it is a letter-to-the- 
editor that is hereby brought to your 
It is about such diverse matters 
as cranberries, estrogens in chickens. 
and cigarettes. The barbed comment is 
both instructive and provocative. You 
are urged to enjoy it. 

O'Donnett, W. E. Philosophical Ap- 
praisal. New England J. Med. 262, 13:683 
(Mar. 31), 1960 


notice. 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 


for your convenience. 


Canad. J. Pub. Health (Canadian Journal of Public Health), 1950 College St., 


Toronto 5, Canada. 


J.A.M.A. (Journal of the American Medical Association), 535 North Dearborn 


St., Chicago 10, Il. 


J. School Health (The Journal of School Health), American School Health As- 
sociation, 515 East Main St., Kent, Ohio. 

Lancet, 7 Adams St., Adelphi, London, W.C.2, England. 

New England J. Med. (New England Journal of Medicine), Massachusetts 
Medical Society, 8 The Fenway, Boston 15, Mass. 

Pub. Health (Public Health), Society of Medical Officers of Health, Tavistock 
House, Tavistock Sq., London, W.C.1, England. 

Pub. Health Rep. (Public Health Reports), Gov. Ptg. Office, Washington, D. C. 

Sanitarian (National Association of Sanitarians), University of Denver, UPC, 
Department of Sanitary Science, Denver 10, Colo. 

Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin of the Metropolitan 
Life Insurance Company), One Madison Avenue, New York 10, N. Y. 
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Mental Retardation Guidelines 


Basics 

The Group for the Advancement of 
Psychiatry has published “Basic Con- 
siderations in Mental Retardation: a 
Preliminary Report” for the use of the 
medical and public health professions, 
community leaders, and others “who 
must share responsibility for extending 
state and local services to include this 
hitherto ignored segment of our popu- 
lation.” A brief history showing that 
only recently has mental deficiency been 
recognized as a medical responsibility 
precedes the section on Definition and 
Classification. (Of the estimated 5,000,- 
000 mentally retarded in the country, 
314 per cent are classified as “severely 
retarded,” 11 per cent “moderately re- 
tarded,” and 8514 per cent “mildly 
retarded.” ) Other sections are devoted 
to Etiology. Family Constellation, and 
Community Planning. Taking off from 
a discussion of the difficulties inherent 
in differential diagnosis of deviant chil- 
dren, the section on Residential Centers 
carries the only italicized statement in 
the report. the substance of which is as 
follows: 

To give the mentally retarded child 
maximum opportunity for overcoming 
his handicap, he should be afforded 
treatment in psychiatric centers for chil- 
dren. Such centers would provide diver- 
sified medical and other therapeutic 
skills beneficial to children regardless of 
the type of emotional disorder which 
afflicts them. Integration of mentally 
retarded children in such treatment facil- 
ities would also benefit emotionally dis- 
turbed children because such centers 
would also include special educational 
and vocational resources not always 
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The Journal cannot furnish copies of items 


mentioned in Credit Lines. Please send 


available in treatment centers exclusively 
concerned with the treatment of neurotic 
and psychotic children. 

The Group’s publications office is at 
104 East 25th Street. New York 10. 
N. Y. Single copies 40 cents. 


Research 


Elizabeth Boggs, Ph.D., 1959  presi- 
dent of the National Association for Re- 
tarded Children, is author of “Research 
in Mental Retardation: Why and How.” 
a 23-page NARC pamphlet. In it she 
indicates the need for extending research 
into four major areas: etiology, preven- 
tion. and treatment; evaluation of the 
handicapped in mental, physical, emo- 
tional, and social spheres; child develop- 
ments; and the interaction of atypical 
individuals with their environment. 
Oversimplifying, the “Why” of research 
by NARC is partially described within 
the framework of a one-person debate 
on the relative merits of “single disease” 
fund raising and the “United Fund ap- 
proach,” with the purpose of asking and 
answering the question: Is it possible to 
support “medical research” in the ab- 
stract? Which leads to the “How” of 
NARC research. The kinds of research 
that get done depend “not only on what 
things look scientifically interesting to 
scientists, but also on the whole climate 
of public attitudes and opinions and in- 
terests. The scientist . . . needs a sense 
that what he is doing may be socially 
useful.” Readers may find intellectual 
stimulation from the author’s description 
of what many consider to be fallacies of 
thinking regarding the why and how of 
present-day research administration. 
NARC, 386 Park Ave., New York 16, 
N. Y.; 25 cents. 
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Rehabilitation 


Alcoholic 

California’s state alcoholism program 
operated under the State Alcoholic Re- 
habilitation Commission from 1954 
through August, 1957, at which time the 
legislature dissolved the commission and 
placed the responsibility for program ad- 
ministration under the California State 
Department of Public Health, Division 
of Alcoholic Rehabilitation. A report 
by this division (located at 2180 Milvia 
St., Berkeley) covers treatment, research, 
and education in the program during 
the five years it has existed. It also con- 
tains a description of hospitalization 
demonstrations and of activities of the 
six pilot community clinics for alcoholic 
rehabilitation which have been estab- 
lished throughout the state. Among this 
division’s studies is one on the etiology 
of alcoholism conducted among four 
hroad groupings of people. Interviewers 
believe that a “breakthrough in the .. . 
study was achieved with the development 
of a screening questionnaire based on 
. community leaders 
of persons ‘at risk’ of becoming alco- 


descriptions by 


holic” in “high stress” and “low stress” 
groups using alcoholic beverages. A re- 
view of the state health department's 
program make it clear that its admin- 
istrators have relied heavily on the prin- 
ciples of community health education 
in working toward program objectives. 


Physically Handicapped 


The National Society for Crippled 
Children and Adults has published two 
guides to aid in establishing sound ad- 


ministration for “the rapidly growing 
number of centers” being set up for 
the physically handicapped. They are: 
“Basic Accounting Procedures for Re- 
habilitation Centers and Facilities” and 
its companion piece, “Cost Accounting, 
Budgeting and Statistical Procedures for 
Rehabilitation Centers and Facilities.” 
The guides were developed as part of an 
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intensive study of rehabilitation centers 
jointly financed by the NSCCA and the 
Office of Vocational Rehabilitation. Basil 
J. F. Mott was principal investigator. 
As indicated in the introduction, the 
basic accounting methods presented and 
recommended are simpler and more 
specific to centers’ needs than those em- 
ployed in the “fund-accounting” systems 
recommended by the American Hospital 
Association; these are often regarded 
and used as standard financial manage- 
ment guides by administrators in a 
variety of health facilities. A third vol- 
ume, to be published in late spring. is 
“Financing and Operating Rehabilita- 
tion Centers and Facilities” and will pre- 
sumably deal with the art of using these 
accounting systems as additional tools 
in providing high quality services in the 
restoration of patients to optimum health. 
The first two guides are available to 
persons immediately concerned with the 
financial aspects of rehabilitation center 
development: NSCCA, 2023 West Ogden 
Ave., Chicago 12. Ill. 


General 
The Office of Vocational Rehabilita- 
tion has issued Vol. 1, No. 1 (January- 
February. 1960) of “Rehabilitation Rec- 
ord.” a bi-monthly which “will review 
activities of the federal-state program 
with special emphasis on research 
developments supported by OVR.” Sam- 
pling authors and articles (there are 
nine in this “first”): “Training Mentally 
Retarded for Employment.” by Fred A. 
Schumacher and James C. Townsell of 
the OVR, describes how 1,100 mentally 
retarded young adults were able to earn 
more than $1,800,000 in their first year 
after rehabilitation; Frank H. Krusen, 
M.D.. founder of the Mayo Clinic De- 
partment of Physical Medicine. treats 
with “Relationships Between Medical 
and Vocational Aspects of Rehabilita- 
tion”; in “The “Top Ten,” Emiley M. 
Lamborn of the OVR analyzes the per- 
formance of the ten states which in 1959 
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rehabilitated the greatest number of in- 
dividuals in proportion to their popula- 
tion. Superintendent of Documents, Gov- 
ernment Printing Office, Washington, 
D. C. Single copies, 30 cents; a year’s 
subscription $1.75. 


For Medical-Dental Care Economists 


Cost, et al. 

The first three issues in 1960 of 
“Progress in Health Services” (pub- 
lished by Health Information Founda- 
tion, 420 Lexington Ave., New York 17) 
deal with findings on Family Spending 
Patterns and Health Care (Jan.), Our 
Increased Spending for Health (Feb.), 
and Health Levels and Income Among 
the States (Mar.)—all brief reports of 
comprehensive studies conducted under 
the auspices of HIF, with the expecta- 
tion of full-scale publication. Sampling 
the wealth of data reported: the non- 
income reasons for not seeking needed 
care in both low and high income groups 
are detailed (Jan.); per capita-wise, 
average spending for personal health 
services (all age groups) increased 42 
per cent during the survey period (1953- 
1958), while such spending went up 74 
per cent for those 65 and older, and 
71 per cent for children under six in 
the same period (Feb.); recent—since 
1930—improvements in “mortality rates 
and over-all health levels have been most 
noticeable in states with low per capita 
(Mar.). Copies of these and 
other issues may be obtained gratis. 
Odin W. Anderson, Ph.D., is research 
director of HIF. E. Gurney Clark, M.D., 


Dr.P.H.. is medical consultant. 


incomes” 


Dental 

PHS Publication No. 684 (Govern- 
ment Printing Office, Washington, D. C., 
price not indicated) is “Dental Care in 
a Group Purchase Plan: A Survey of 
Attitudes and Utilization at the St. Louis 
Labor Health Institute.” The study staff 
was headed by Quentin M. Smith, 
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D.D.S., M.P.H., deputy chief, Division 
of Dental Resources, PHS. The St. 
Louis group was chosen for study, since 
it offers a 14-year experience in prepaid 
dental care. Although this and other 
plans “are limited to well defined seg- 
ments of the population (about 500,000 
Americans) they are of special interest 
to planners of community programs. 
They can provide insight into what is 
one of the most pressing problems which 
planners . must solve —the effect 
which the removal of the cost barrier 
can have on utilization.” The study 
shows that the major blocks to utilization 
apparently lie elsewhere than in the re- 
moval of cost factors, and presents many 
of the reasons behind the fact that a 
“majority of all those who could have 
had cost-free care through LHI never 
visited the (dental) clinic at all” either 
for prevention or treatment, and that of 
those who did, “many came only because 
they needed emergency care.” An en- 
couraging note, however, appears in the 
summing up: “LHI is, to a great extent, 
reaching . the children” of bene- 
ficiaries. 


The Aged 

The Health Insurance Institute (488 
Madison Ave., New York 22) has pub- 
lished “Health Insurance After 65” 
(free), following close upon the issue of 
its “first,” the “Source Book of Health 
Insurance Data, 1959” (one copy free; 
additional copies 25 cents each). The 
former is “in answer to one of the lead- 
ing questions being raised today. . . . 
‘What is being done to help (the aging) 
finance the cost of their health care?’ ” 
It briefly outlines the methods commer- 
cial companies and service and other 
plans use in insuring “against the cost 
of hospital, surgical and medical care.” 
The Source Book contains the results of 
a variety of studies by associations of 
insurance companies, nonprofit plans, 
government agencies, and hospital and 
medical groups. It also includes infor- 
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mation that in the past several years has 
been published in the Institute’s “Extent 
of Voluntary Health Insurance Coverage 
in the United States.” Both scholars 
and nonscholars of health insurance will 
he glad to see the book’s glossary of 
terms, one more tool for throwing addi- 
tional light on a body of knowledge more 
highly complex than often supposed. 


Government 

The Annual Report of the Department 
of Public Health, Province of Saskatche- 
wan (Regina) for the year ending 
March 31, 1959. devotes ten of its 215 
pages to the province’s Hospital Services 
Plan. The report includes tables show- 
ing hospitalization experience and cost 
of operation for its first 12 years of 
operation. Among the data: admissions 
per 1,000 beneficiaries (excluding new- 
borns) increased from 161 in 19147 to 
206 in 1958. The average length of 
stay in hospitals increased from 10 days 
in 19147 to a high of 11.1 days in 1951; 
in 1958 and 1959 the average length of 
stay had gone down again to 10 days. 
The full 81-page annual report of the 
Hospital Services Plan is also printed 
separately and copies are available. 


"VD Strikes .. . 


. One teen-ager every 11 minutes 

stands out in bold type on the 
flver describing the Kansas State Board 
of Health’s new VD film “The Innocent 
Party.” 

The story is of a young man who 
contracts syphilis from a “pick-up” and 
what then happens to him and _ his 
“steady” girl as a result. The flyer 
speaks of “tragedy and_ heartbreak.” 
Perhaps “pathos” would be more suit- 
able, for the film does show that. al- 
though it may be shocking to the teen- 
ager to realize that he has contracted 
VD, human values and good health have 
not necessarily been damaged beyond 
repair. Cure and control, and presuma- 


bly even recovery from psychological 
trauma resulting from infection, is possi- 


ble. 
The film opens with music. color, : 
movement, and dramatic appeal that is : 


likely to engage the teen-age viewer's 
full attention. The dramatic sense is 
sustained throughout. The nature of 
syphilis is explained at appropriate times 
in simple, concrete terms, likely to be 
intelligible to the teen-ager. 

As the title suggests, there are moral 
and social, as well as medical. aspects 
to the nature. recognition. cure. and 
control of syphilis. The film succeeds 
in presenting these effectively and in 


good taste. 

“The Innocent Party.” produced in 
cooperation with the Public Health Serv- 
ice, is available through Calvin Produc- 
tions, Inc., 1105 Truman Road. Kansas 
City 6. Mo. It may also be available 
for loan through state health depart- 
ments. 16 mm: sound and color: 17 


minutes. 


Evolution of Continuing Education 


A new Kellogg Foundation brochure. 
“Continuing Education: An Evolving 
Form of Adult Education,” discusses the 
growth of continuing education as spon- 
sored by several hundred American col- 
leges and universities and by itself. But 
short courses for adults have been 
“usually handled in a mood of impro- 
visation using all kinds of physical fa- 
cilities.” Buildings especially designed 
(and in five cases financed by the foun- 
dation) to facilitate learning programs 
for mature Americans will help mod- 
ernize and “sharpen” these programs so 
that adults, professional and other. “may 
secure refreshing and retraining to cope 
with the increasing complexities of their 
jobs... . Thus, there can be a develop- 
ment of human resources to match what 
seems an avalanche of technological im- 
provements.” The importance is em- 
phasized of including in adult educa- 
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tional curricula “cultural elements more 
broadening than a narrow focus on job- 
lore.” 

The brochure has been widely dis- 
tributed to educational leaders. For in- 
formation on its further availability: 
Publications Director, W. K. Kellogg 
Foundation, 250 Champion St., Battle 
Creek, Mich. 


Nursing Home Aides: Training Study 


The Oklahoma State Department of 
Health and the Public Health Service 
conducted an experimental pilot study 
in Oklahoma throughout 1958 to test 
the effectiveness of the PHS manual, 
“How to Be a Nursing Aide in a Nurs- 
ing Home.” — A descriptive report on 
this study is called “Training Nursing 
Home Aides.” ($1.50, University of 
Oklahoma. Norman). 

The study was concerned with demon- 
strating how patient care can be im- 
proved through planned instruction of 
nursing aides using the Rapid Training 
Method of Teaching, and with finding 
answers to eight important questions, 
the first of which is “What type of state 
organization and administration _ is 
needed to promote a nursing home aide 
training program?” And the study ap- 
pears to give good beginnings of answers 
to the questions posed. 

According to the investigators, evi- 
dence supports the belief that nursing 
home care can be improved by the train- 
ing of nursing home aides. They are 
quick to add that the evidence does not 
resolve the problems that persist in the 
maintenance of a high quality of care in 
nursing homes. 


Homemakers and Home Economists 


Data was collected from 105 home- 
maker agencies across the nation for a 
“Survey of the Services of Home Econo- 
mists, Nutritionists and Dietitians in 
Homemaker Services.” The report gives 
information on the number of home- 
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maker agencies with professionally 
trained home economists, inservice train- 
ing programs available, and the duties 
of home economists in these agencies. 
The survey is available in limited sup- 
ply from Health and Welfare Section, 
American Home Economics Association, 
1600 20th St.. N.W., Washington, D. C. 


Student Parents-to-Be: Milwaukee 


Concerned with improving expectant 
parents classes in Milwaukee (Wis.), the 
local Welfare Council early in 1958 put 
its Health Division’s Public Health Nurs- 
ing Committee and its Research Depart- 
ment to work on a study of parents en- 
rolled in classes and of course content. 
The council now makes recommenda- 
tions on how the classes may be im- 
proved and extended. 

The population of the study numbered 
2.705 (66 per cent expectant mothers, 
22 per cent husbands, and 12 per cent 
others) enrolled in 11 agencies offering 
class instruction. 

The age, education, and race of ex- 
pectant parents enrolled, their arrange- 
ments for physician services and their 
enrollment by geographical area are 
among the extensive data presented in 
the study report. A major recommenda- 
tion: representatives of agencies, hospi- 
tals and organizations sponsoring classes, 
the county-medical society, child place- 
ment agencies, and lay groups concerned 
with parent education should be brought 
into a County Advisory Council to, 
among other things, review the study 
and “consider the implementation of the 
recommendations.” One finding: only a 
small proportion (5 per cent) of en- 
rollees were nonwhite; the recommenda- 
tion: “that all agencies . . . teaching 
expectant parents be aware of the fac- 
tors that cause minority groups not to 
attend classes . . . and consider offering 
classes to these groups . . . for example 
in their homes where several parents 
may congregate.” 
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“A Report on Participation in Expect- 
ant Parent Milwaukee, Wis- 
consin, 1958” may be obtained for $1.50. 
Community Welfare Council of Milwau- 
kee County, 606 East Wisconsin Ave.. 
Milwaukee 2, Wis. 


Classes, 


Clockworks of 9- to 13-Year-Olds 
“Pre-Adolescents—W hat Makes Them 


Tick?” is a pamphlet made from an 
article often reprinted since it first ap- 
peared in 1943 in “Child Study.” 
Author Fritz Redl, Ph.D., professor of 


still lively theory with evidence that 
9- to 13-year-olds are neither children 
nor adolescents. The pamphlet aims 
to teach parents, educators—and_ the 
host of others involved in family life 
education—how to cope with the “per- 
sonality shakeup” that takes place in 
this age-group. The general setting of 
his message: “Ninety per cent of the 
more serious problems between children 
and parents or teachers . were pro- 
duced by the hysterical way in which 
the adults reacted to them.” Child 
Study Association of America, 9 East 


89th Street, New York 28. N. Y.; 25 


cents. 


behavioral sciences, Wayne State Uni- 


versity, Detroit (Mich.) supports his 


The Prevention of Schizophrenia 


“The gloomy view is sometimes taken, even by experts, that there can be little 
chance of preventing schizophrenia by public health measures when the hereditary 
forces seem so strong. This view is fallacious and can be refuted by pointing to the 
fact that twin-studies on tuberculosis show a genetic factor of precisely the same order 
as that shown by schizophrenia. To produce any disease, there must be a combination 
of genetic and environmental factors, and if the latter are sufficiently favorable then 
the disease will not develop, however strong the genetic loading. Rickets is another 
illustration of this, as Fraser Roberts has pointed out: 150 years ago it was considered 
hereditary; and so it is, in the sense that some people are genetically disposed to it 
and others genetically resistant. Yet once it was learned how to avoid the environ- 
mental factor (lack of Vitamin D) the disease became preventable and disappeared.” 

(E. H. Hare. The Epidemiology of Mental Illness. The Royal Society for the Promotion of 
Health Journal (July-Aug.), 1959.) 


VOL. 50, NO. 6, A.J.P.H. 


* 
- 
é 
+ 
3 
916 
= 


NEWS FROM THE FIELD 


WHO News 


An Encouraging Annual Report 


WHO’s director-general, M. G. Candau, 
M.D., reported to the World Health As- 
sembly held at Geneva in May that 
WHO gave “particular attention” to 
malaria eradication in 1959. By Decem- 
ber, 1959, some 568 million persons 
were being protected against malaria, 
and the eradication campaign was ex- 
tended to India, the largest malarial 
area in the world. Because of new 
technical developments and approaches 
WHO has also been able to think of 
eradicating, not merely controlling, such 


diseases as yaws and 


communicable 
smallpox. 
The balance of the report deals with 
the expansion of public health services 
throughout the world, the strengthening 
of training programs, advances in en- 


vironmental sanitation, training in 
atomic energy and health, plans for 
medical research, and a summary of 
WHO regional area activities, 

In the introduction to his report Dr. 
Candau writes of the “growing convic- 
tion, both in member states and in the 
various WHO bodies, that the organiza- 
tion could not only cope with the tasks 
for which it had been created but could 
also successfully attack some of the prob- 
lems which have emerged recently and 
which will have a definite bearing on 
the social and economic evolution of our 
fast-changing world.” He also struck 
the encouraging note that increasing 
evidence of the determination of world 
leaders to devote more of their coun- 
tries’ resources to raising living stand- 
ards created a favorable background to 
WHO’s work in 1959. 

“The Work of WHO, 1959.” Colum- 
bia University Press, 2960 Broadway, 
New York 27, N. Y.; $2. 
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Prevention Before and in Disaster 


WHO representative, Melville Mac- 
Kenzie, M.D., sent from the Regional 
Office for Europe to Morocco after the 
recent earthquake, praised the speed and 
efficiency of measures adopted by the 
Moroccan Health Ministry to reduce the 
danger of epidemics after the Agadir 
disaster. The Ministry’s preventive 
measures had also been effective. The 
threat of smallpox was minimal since 
from 70 to 80 per cent of the popula- 
tion had been vaccinated just before the 
earthquake and tefugees were being re- 
vaccinated as a precaution. 

The only epidemiological danger re- 
ported as of March 24 was the theoreti- 
cal possibility of an outbreak of typhoid 
fever resulting from water pollution, but 
health authorities had immediately im- 
munized survivors. No cholera had ever 
been reported in Morocco. Large 
amounts of DDT had been used in the 
area to minimize infection. Typhus was 
not endemic in the area and there was 
no danger of either plague or relapsing 
fever. 


Attacking Malaria in Europe 


WHO has mounted a campaign to 
eliminate malaria in continental Europe 
within two years. The coordination of 
measures to bring this about were dis- 
cussed at the WHO’s European Con- 
ference on Malaria Eradication in Pa- 
lermo, Italy (March 31-April 9). 

Although malaria is receding rapidly 
in Europe because of vigorous health 
campaigns, 59 million persons are still 
exposed and the next phase will be “both 
difficult and critical, . . . It involves 
tracking down the last cases of infection 
and curing them before the disease starts 
spreading again.” Conference partici- 
pants laid plans for preventing reinfec- 
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tion in the border areas of countries 
where malaria has already been eradi- 
cated, Discussions of solutions to the 
less hopeful malaria situation in North 
Africa also were on the agenda. 


Study, Yes, But Prophylaxis Now 


The authors of “Epidemiology of Can- 
(Report of a WHO 


current 


cer of the Lung” 
Study 
knowledge of etiological factors, dispose 
of one of the more controversial aspects 
of the topic with dispatch. The conclu- 
sion that “cigarette smoking is a major 


Group), in reviewing 


causative factor in the increasing in- 
cidence” of lung cancer may not have 
been accepted by all students of the sub- 
ject. But while some of the criticisms 
they level do “suggest avenues for fur- 
ther investigation, none could be con- 
sidered as casting any serious doubt on 
the conclusions reached on the basis of 
the extensive studies already made.” The 
report devotes somewhat more space to 
air pollution, specific aspects of the in- 
dustrial environment, and “other possi- 
ble factors” as causes of the disease. 
The study group recommends a num- 
ber of studies that should result in more 
knowledge of the geographical variables 
in lung cancer mortality. Also since 
“cancer of the lung is believed to be 
caused by multiple factors” a simultane- 
ous study of these factors with inter- 
nationally agreed-upon standards of 
measurement should be initiated. Inter- 
national studies, too, would 
throw more light on the effect of various 
exogenous factors in the development of 


venetic 
genetic 


the disease. 

{ short final paragraph calls attention 
to the fact that, in spite of the need for 
more research, “existing knowledge of 
the etiology is already sufficiently 
well established to justify prophylactic 
action aimed at reducing exposure to 
known etiological factors.” In part. this 
seems to suggest that the accumulating 
word to wise smokers should be suf- 


ficient. 


WHO Technical Report Series No. 
192. Columbia University Press. 2960 
Broadway, New York 27, N. Y.: 30 


cents, 


Water for the American Indian, et al. 


According to South Dakota Health 
Highlights (March, 1960), less than 25 
per cent of the American Indian popula- 
lion on reservations in that state (about 
30.000) have water on their premises, 
and only about 3 per cent have running 
water in their homes. “Distances traveled 
for water varies from a few feet . . . to 
30 miles for some on the Cheyenne River 
Reservation. Less than 5 per cent 
of the homes on the reservation have 
sinks and sink waste disposal.” This is 
not unlike the picture for less populated 
areas in countries to the south of us. 
According to WHO Chronicle (March, 
1960) a survey of certain Latin Ameri- 
can countries (totaling 182 million in 
population) showed that less than 30 per 
cent of the inhabitants of rural areas 
had piped water and convenient water 
supply. 

Congress, recognizing that action must 
he taken to improve the environmental 
sanitation of our Indian people. au- 
thorized the Public Health Service in 
1959 to work with Indian groups in con- 
struction of sanitation facilities for their 
homes and communities. The Public 
Health Service has now set up proce- 
dures for establishing priorities in this 
project. 

The problem in the Latin American 
countries is viewed as “mainly an eco- 
nomic one and its solution involves find- 
ing some way of investing capital pro- 
fitably in public works of this type.” 
The revenue of most water supply serv- 
ices south of our border hardly ever 
covers the interest and amortization costs 
of installing water supply systems. “It 
is rarely, in fact, enough to defray the 
annual cost of maintaining . . . the serv- 
ice. Consequently, the public health 
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official is confronted with the task of 
convincing governments and the public 
that a water supply service must be run 
on a commercial basis. . . . When a 
housewife has to go a considerable dis- 
tance to buy a small jug of water in 
the market place, it very often costs her 
ten times more than she would ever have 
to pay for drinking water piped into her 
home.” 

Footnote: In South Dakota, “well, 
stockpond, or river water delivered by 
neighbors to the infirm or those who 
lack transport facilities varies from $1 to 
$3 per 50 gallon barrel.” 


One Examination Is Not Enough 


The American Cancer Society’s an- 
nouncement in April that the national 
death rate from uterine cancer has been 
steadily decreasing——‘cut roughly in half 
in about a generation”—prompts men- 
tion of a recent PHS (Division of Spe- 
cial Health Services) report on the suc- 
cessful local uterine cancer detection pro- 
gram in Toledo, Ohio. The program, in 
operation since 1947, is believed to be 
the first to incorporate into a commu- 
nity-wide cancer detection program that 
most important feature — continuity of 
examination: 47,000 women have had 
more than 110,000 pelvic and cytologic 
examinations. 

This screening service, organized by 
the Academy of Medicine in Toledo and 
Lucas County, has from the beginning 
heen made available to the entire local 
female population. “Histologically proved 
uterine cancer has been detected in more 
than 430 women; 275 had clinically sus- 
pected cancers; 155 had clinically oe- 
cult neoplasms which were detected pri- 
marily by means of smears. Women with 
occult uterine cancer had a_ five-year 
cure rate of 91 per cent as compared 
with 39 per cent for those with sus- 
pected neoplasms.” 

Among the recommended ingredients 
for success in such a program: Enlist the 
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aid of a pathologist; use cytotechnolo- 
gists for screening; utilize practicing 
physicians in the program; and provide 
continuity of examination (at six to 12 
month intervals). 

Edward L. Burns, M.D., and T. W. 
Gorski, Ph.D., Department of Pathology, 
Mercy Hospital, Toledo, Ohio. for more 
detailed information on the program. 


For Blind Rehabilitation Workers 


“Rehabilitation Literature,” an inter- 
disciplinary journal published by the 
National Society for Crippled Children 
and Adults for professional personnel 
and students in physical rehabilitation, 
will be recorded on discs for the use of 
blind persons who work and study in the 
same field. Recordings for the Blind, 
Inc.. 121 East 58th Street, New York 22. 
is scheduled to reproduce the twelve 
1960 issues of the magazine. 

Recording for the Blind, will include 
the journal in the selection of the edu- 
cational texts and reference books which 
it now records and lends, free of charge, 
to blind students and professional per- 
sons. 


For Family Life in All Its Aspects 


Several board members of the Ameri- 
can Social Health Association have 
formed the National Family Life Asso- 
ciation, Inc. Founders report they be- 
came aware of the need for a national 
organization with a total focus on the 
family through their work with ASHA’s 
Family Life Education Program. 

The foundation, now in its organiza- 
tional stages, is seeking financial support 
and developing a program that it ex- 
pects to see in full action later this year. 
Offices are at 225 West 57th Street. New 
York 19, N. Y. 

NFLA’s president, Philip Mather. re- 
tired industrialist of Boston, states that 
the purpose of the foundation is “to 
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serve as a national citizens’ group which 
will attempt to muster the many forces 
interested in strengthening the family, 
and with them, develop over the years, 
many programs of action... (for) en- 
hancing the family’s stability and in- 
creasing the personal contentment and 
productivity of the individual members 
of the family. . . . We believe this work 
will also be remedial to the national 
problem of divorcee, delinquency, and 
mental emotional illness.” 


The 1960 National Health Forum 


As forums should, the National Health 
Council's 1960 National Health Forum 
(Miami Beach, March 14-17) brought 
from a 
variety of professional fields and with 
often widely different viewpoints. These 
in turn analyzed and discussed the 
forum’s theme “The Positive Health of 
Older People” with 96 program par- 


together persons (about 500) 


ticipants in 30 general and group ses- 
sions. APHA executive director, Berwyn 
F. Mattison, M.D.. was one of several 
speakers at the forum who are members 
of the APHA, 

The general purposes of the forum 
were: (1) To help obtain a better un- 
derstanding of the problems to be solved 
in seeking to assure the health of older 
people: (2) to identify what is being 
done, and what can be done immediately 
and in the near future; (3) to stimulate 
action leading toward the goals desired; 
and (1) to prepare the health profes- 
sions for constructive participation in the 
forthcoming 1961 White 
ference on Aging. 

The National Health Council plans to 
publish a volume in the fall based on the 
materials and varying proposals for ac- 


House Con- 


tion presented at the forum. 

The NHC held its annual meeting fol- 
lowing the forum. James FE. Perkins, 
M.D., managing director of the National 
Tuberculosis Association was installed as 
president, succeeding Ruth B. Freeman, 


Ed.D., now on leave from Johns Hopkins 
University as consultant to the medical 
and national sciences program of the 
Rockefeller Foundation. James E. Ster- 
ner, M.D., medical director of Eastman 
Kodak, was named president-elect, the 
first industrial physician to be so hon- 
ored. 

The American Academy of General 
Practice has recently joined the ranks 
of the NHC, bringing to 71 the number 
of member organizations. 


Professions Band Together in State 


In Michigan, members of the state 
professional societies of engineers, phy- 
sicians, architects, dentists, and lawyers 
have formed the Michigan Association 
of the Professions. “As far as we know 
this is the first attempt for (such a 
group) to join forces to provide for the 
general advancement of professional 
ideals and the promotion of professional 
welfare” (American Engineer, Feb., 
1960). MAP opinion is that “each of 
the professions can serve the public bet- 
ter if its practitioners and leaders are 
familiar with the problems and activities 
of other professions.” 

The MAP will strive for the “profes- 


sions’ equality in representation in the 


government . .. as well as for . . . more 
effectively adequate professional services 
based on skill and integrity.” MAP is 
“not designed or intended to be a “politi- 
cal organization.’ 

The opinions of the 21.816 persons in 
the five societies were first polled to de- 
termine the desirability of forming such 
an association, Seventy-nine per cent 
were in favor. 

Membership is both societal and in- 
dividual. By-laws allow for other pro- 
fessional organizations in Michigan to 
join upon proof of eligibility. Individual 
applicants must be members in good 
standing of their own professional so- 
cieties. 

MAP has standing committees on leg- 
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islation, publications, education, business 
technics and services, and publications. 
Legislative activities are to be concerned 
with legislation as it affects the profes- 
sionalism of the professions. 

The first president is William M. 
LeFevre, M.D., a councilor of the Michi- 
gan State Medical Society. Hugh W. 
Brenneman is executive director with 
offices at 712 Abbott Road, East Lansing, 
Mich. 


Tuberculous and Recalcitrant 


In September, 1959, the New Mexico 
Tuberculosis Association and the New 
Mexico Department of Public Health 
surveyed the tuberculosis control officers 
in all 50 states, the District of Columbia, 
Puerto Rico, and Guam regarding state 
laws on compulsory isolation for tuber- 
culosis. A tally of replies to the survey 
questionnaire reveals the following: 

Thirty-nine states have laws for com- 
pulsory isolation at this time, but of 
these, only 29 have security facilities for 
this purpose. The District of Columbia 
and two states do not have specific legis- 
lation but operate security facilities un- 
der general communicable disease con- 
trol statutes. Ten states started active 
compulsory hospitalization programs 
within the last few years. 

In 25 states the locked wards for these 
programs are in state, county, or city 
tuberculosis hospitals. In one state, fa- 
cilities are located in a state mental hos- 
pital. In another, recalcitrant tuberculo- 
sis patients are placed in locked wards 
of a state tuberculosis hospital and in a 
state mental hospital. In four states the 
facilities are located in prisons, usually 
as part of the prison hospital. One state 
maintains locked wards in a state men- 
tal hospital and in a state prison. 

Sampling average daily occupancy of 
facilities: one to seven in the District of 
Columbia, 25 to 30 in California, 45 in 
North Carolina, and 100 in Texas. 
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Editorializing on a summary of sur- 
vey results, in its “Rehabilitation 
Events” (March, 1960), the National 
Tuberculosis Association asks whether 
the patient is uncooperative “because 
people and agencies responsible for the 
patient’s care fail to learn of his values, 
attitudes, and needs,” or because the 
community has failed to provide the re- 
quired facilities and services? Are “pub- 
lic assistance policies, the means test, 
and legal residence requirements . . . 
contributing to the patient’s refusal of 
treatment?” NTA partially answers its 
own question by reporting on selected 
state programs which demonstrate the 
effective use of facilities and professional 
skills in compulsory isolation settings. 

At the Ohio Tuberculosis Hospital in 
Columbus doctors wanting more infor- 
mation on their population took the time 
and opportunity to classify their 50 re- 
calcitrant patients into psychiatric cate- 
gories. 

Two were suffering from a psychosis 
with organic brain syndrome. Three 
patients were diagnosed as chronic para- 
noid schizophrenics. Sixteen of the 50 
patients were classified as chronic alco- 
holics. Seven patients “more difficult 
to explain” were classified as having per- 
sonality disorders. “Twelve patients 
seemed to elude strict psychiatric classi- 
fication. They all had borderline or 
low intelligence quotients; . . . we coined 
the term, ‘marginal personality.” One 
patient was diagnosed as mentally de- 
ficient. Two patients had organic brain 
syndrome without psychosis. Seven pa- 
tients comprised a miscellaneous non- 
classifiable group. 

“The study brings out the need for 
individual appraisal, for no one factor 
or combination of factors can explain all 
recalcitrancy. ... A large percentage .. . 
had a fairly good long-term prognosis. 
. . . The experience in Ohio indicates 
that a maximum of 15 to 17 patients 
of this type is desirable for efficient 
psychiatric and social management.” 
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Rutland State Sanatorium in Massa- 
chusetts has made its compulsory isola- 
tion facilities “by far the most attractive 
section of the hospital.” Every patient 
admitted to it has a psychiatric evalua- 
tion and the services of the psychiatrist. 
rehabilitation — director, occupational 
therapist. teacher, and librarian working 
closely with the public health nurse who 
is the liaison between the center and 
the patient's home. “We emphasize that 
this is a public health measure not a 
punitive one.” They report success in 
gaining the understanding and coopera- 
tion of once resentful patients, 

New Mexico's plan calls for commit- 
ment only as a last resort “after every 
effort had been made by the health 
officer and others to help the patient 
solve the problems precluding his ac- 
cepting hospital care.” John Mason, 
M.D... director, Division of Communica- 
ble Disease. New Mexico Department of 
Public Health, points out that “a patient 
should not be termed recalcitrant  be- 
cause the health department has failed 
to provide needed services and staff to 
execute these services.” 


Osteopathy in the News 


The American Osteopathic Association 
has combined its Public Health and 
Safety and its Industrial and Institu- 
tional Service Bureaus, merging them 
into one Bureau of Public and Indus- 
trial Health, as the result of an organiza- 
tional streamlining plan initiated in 
1958. Robert D. Anderson. D.O.. of the 
AOA Board of Trustees and a member 
of the Medical Care Section. APHA, is 
chairman of the new bureau. (This. 
with its Committee on Third Party Medi- 
cine. and the Bureau of Public Educa- 
tion on Health form the AOA’s Depart- 
ment of Public Affairs. Reference: Or- 
ganizational Chart in newly published 
“The Role of the AOA” available from 
its headquarters at 212 East Ohio St.. 
Chicago 11, IIL) 


The Florida Legislature has au- 
thorized the State Board of Health to 
award one scholarship each year to a 
Florida student who aspires to study 
osteopathic medicine. The scholarship 
will pay $1,000 a year for up to four 
years. The Florida State Board of Osteo- 
pathic Medical Examiners will screen 
applications and recommend its choice 
to the board. The scholar will enter 
into an agreement with the State Board+ 
of Health to practice in a community 
that is in need of a physician for five 
vears following the completion of his 
professional training. 


Local Health Services: Baltimore 


Protecting the Teething Child 

saltimore. Md.. Health Department has 
begun what it regards as a new and 
truly preventive program aimed at keep- 
ing teething age children from being 
poisoned with lead paint. The city’s 
commissioner of health and other health 
and housing officials inaugurated the 
program in December, 1959, by taking 
on-the-spot samples of window-sill paint 
in the home of a child registered at a 
well baby clinic located in the city’s 
“lead alley.” A large percentage of the 
800 Baltimore children who have suf- 
fered lead paint poisoning (12+ have 
died) in the last 30 years contracted it 
in this area. 

The objective of the program is to 
get the lead paint out of the homes of 
susceptible children before they get sick, 
rather than afterwards. The method is 
home inspection, details of which were 
worked out on a team basis by the City 
Health Department, the Bureau of Build- 
ing Inspection, and the local Urban Re- 
newal and Housing Agency. 

Sanitarians and Urban Renewal in- 
spectors are concentrating their visits 
first on 250 homes of teeth-cutting chil- 
dren registered in the well baby clinic 
of the Druid Health District. They ac- 
quaint parents with the lead paint haz- 
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ard and take samples of paint for lead 
determination. If lead is found, the 
Health Department orders the paint re- 
moved, as per the city Ordinance on 
the Hygiene of Housing. 

The new program is regarded as “one 
more weapon in the fight against lead 
paint poisoning.” But given an esti- 
mated 25,000 homes in “lead alley” 
alone, “even with the efforts of all en- 
forcement agencies, the removal of the 
last lead paint from the interiors of 
Baltimore’s dwellings will not be 
achieved in the next few years.” So 
speaks Baltimore Health News for Febru- 
ary in calling for community coopera- 
tion. 


Noteworthy Organizational Changes 


As of January 1, 1960, responsibility 
for medical and nursing services in the 
public secondary schools was returned 
to the City Health Department from the 
Department of Education, to which it 
had been transferred in 1932. Smoke 
control was transferred to the Health 
Department’s Bureau of Industrial Hy- 
giene from the Department of Public 
Works’ Bureau of Mechanical-Electrical 
Services. Responsibilities of the City 
Health Department’s Division of Plumb- 
ing were transferred to the Department 
of Public Works’ Bureau of Building 


Inspection. 


Summer Educational Offerings 


Teachers College, Columbia Uni- 
versity, through its Department of Psy- 
chological Foundations and Services, of- 
fers two work conferences for summer 
scholars. 

“The Psychiatric Patient—His Post- 
Hospital Rehabilitation and  Adjust- 
ment,” sponsored jointly with Fountain 
House Foundation, runs from June 27 
to July 8. “Professional workers  in- 
volved in developing and operating com- 
munity rehabilitation facilities or hos- 
pital programs for the psychiatric pa- 
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tient” may qualify as applicants for this 
conference. Students will spend part of 
every day at Fountain House as “tem- 
porary staff members.” 

“Rehabilitation of the Adolescent and 
Adult Mentally Retarded—Psychological 
and Vocational Approaches,” sponsored 
jointly with the Association for the Help 
of Retarded Children, will be given from 
July 11-22. For persons engaged in 
general as well as retardation rehabilita- 
tion. graduate students in these areas, 
and “other professionally oriented in- 
dividuals in related fields.” Students 
will participate in the ongoing program 
of the AHRC Training Center and 
Workshop. 

Fees for both conferences: $81 for 
credit; $74 for noncredit. Application 
from Abraham Jacobs, Ph.D.. Box 35. 
Teachers College, Columbia University. 


New York 27, N. Y. 


New York University Post-Gradu- 
ate Medical School joins the Interna- 
tional Society for the Welfare of Crip- 
ples in conducting three courses in pros- 
thetics to be given concurrently ( August 
15-26) for (1) physicians, (2) physical 
and occupational therapists, and (3) 
prosthetists. Biomechanics, fabrication, 
fitting, and dynamic alignment will be 
among the subjects taught in all three 
courses. In addition, course material of 
special relevance will be included in 
the curriculum of each of the three 
training groups. 

Applications to Sidney Fishman, 
Ph.D., director, Prosthetics Education. 
New York University Post-Graduate 
Medical School, 342 East 26th St.. New 
York 10, N. Y. 


Massachusetts Institute of Tech- 
nology offers an opportunity to re- 
searchers and research administrators 
for “intensified study of important re- 
cent advances in electronics and other 
fields of instrumentation” and their ap- 
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plication to the fields of medicine and 
biology: “Modern Research Methods in 
Biology and Medicine.” July 5-15. MIT 
states that “instrumentation elements,” 
the teaching method to be used, offers 
considerable advantage over older meth- 
ods. Knowledge of higher mathematics 
is not a prerequisite. 

Persons with “an engineering degree 


or its equivalent” may also apply for 


MIT's special summer program in Noise 
Reduction (August 22-September 2). 
“Techniques of instruction will be group 
problem-solving. . . . Each afternoon the 
class will be divided into two or four 
sections according to interest. For ex- 
ample, there may be a section on the 
. of transporta- 
. . hearing dam- 


quieting of buildings . 
tion, and another for . 
age conservation in industry . . . accord- 
ing to the composition of the class.” 

Full information on both courses from 
Dr. James M. Austin. director, Summer 
Session, Room 7-103, MIT, Cambridge 
39, Mass. 


University of Michigan Survey 
Research Center will feature “the use 
of the sample interview survey as an 
instrument for the scientific measure- 
ment of human activities” at its 13th 
Annual Summer Institute-in Survey Re- 
search Techniques (July 18 to August 
13). Survey methods studied include 
those applicable to problems in public 
health and general social science re- 
search, 

Course titles: Methods of Survey Sam- 
pling. Workshop in Survey Research 
Techniques and Survey Research Meth- 
ods. In addition, courses in Analysis of 
Survey Data and Introduction to Survey 
Research are offered before the institute 
from June 20 to July 16 for the benefit 
of relative newcomers to this field of 
study. 

Courses may be taken for credit or 
not. Full information from Survey Re- 
search Center, University of Michigan, 
Ann Arbor. 


PERSONALS 


Junius M. Amperson, M.D. (Capt., MC, 
USN, Ret.),¢ consultant in preventive medi- 
cine to the Navy, has been appointed di- 
rector, Medical Research—International 
Division, Eaton Laboratories, Norwich, N. Y. 

Samuer L. AnpeLtman, M.D.,7 former assistant 
commissioner of health, Chicago, IIL, has 
been appointed commissioner, succeeding 
Herman N. Bunpesen, M.D.,* who will 
continue in his position as president of the 
board. 

Kenneru B. Bancockx, M.D., director, Joint 
Commission on Accreditation of Hospitals, 
delivered the annual Charles F. Wilinsky 
Lecture of the Harvard School of Public 
Health in April on “The Relationship of 
Accreditation and Standardization of Hos- 
pitals to Public Health.” 

Morris M.P.H.,t formerly chief, 
Respiratory Diseases, Program Development 
Division, National Tuberculosis Association, 
is now executive director, Westchester 
County Association for Help to Retarded 
Children, White Plains, N. Y. 

Beryt Becker, M.P.H.,+ formerly consultant 
in nutrition, Oklahoma State Health Depart- 
ment, is now research associate in public 
health nutrition, School of Public Health, 
University of Michigan, Ann Arbor. 

Eimer M. Bincuam, M.D.,* formerly chief, 
Division of Preventive Medicine, San Diego 
(Calif.) Department of Public Health, is 
now assistant director of public health in 
the same agency. 

Lr. Cot. T. D. Boaz, Jr., MC, USA,* formerly 
chief, Department of Health Practices, Di- 
vision of Preventive Medicine, Walter Reed 
Army Institute of Research, is now pre- 
ventive medicine adviser to Northern Area 
Command, USAREUR, in Frankfurt/M., 
Germany. 

Vincent I. Bonarepe, M.D., formerly assistant 
director, is now director at Craig Colony 
and Hospital in Sonyea, N. Y., succeeding 
Grorce L. Warner, M.D., retired. 

G. Burton, R.N., M.P.H., formerly 
on the faculty at St. Xavier’s College, 
Chicago, IIL, is now associate professor of 
public health, Southern Illinois University 
School of Nursing. 

J. Douctas Cotman,* formerly vice-president 
and secretary, the Blue Cross Association, is 
now president and executive officer, As- 
sociated Hospital Service, Inc., New York 
City’s Blue Cross plan. 

Earnie T. Dewey, M.D.,+ former assistant 
medical director, Pacific Coast Head Office, 


* Fellow. 
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San Francisco, Calif., Metropolitan Life In- 
surance Company, has been appointed medi- 
cal director of that office, succeeding 
C. Coteman Berwick, M.D., retired. 

Viavo A. Gerrinc, M.D., Dr.P.H.,* professor, 
Department of Public Health Practice, 
School of Public Health, University of 
Michigan, Ann Arbor, has been named 
acting chairman of the department. 

Aan M. Grrretsoun, Ph.D.,7 former associate 
public health analyst, California State De- 
partment of Public Health, has been pro- 
visionally appointed director of health sta- 
tistics, New York State Health Department, 
succeeding JosepH V. DePorte, Ph.D., re- 
tired. 

James L. Gopparp, M.D., M.P.H.,f civil air 
surgeon, will head the new Bureau of Avia- 
tion Medicine, Federal Aviation Agency, 
Washington, D. C., which replaces the Office 
of the Civil Air Surgeon of the same agency. 

Atvin Z. Hampurc, M.P.H.,t formerly as- 
sistant administrator, Mount Sinai Hospital, 
Minneapolis, Minn., is now hospital con- 
sultant, Division of Hospital Services, 
Minnesota Department of Health. 

Rocer Hower, M.D.,* formerly director of 
occupational and _ preventive psychiatry, 
Lafayette Clinic, Detroit, Mich., is now as- 
sociate professor of public health practice 
(mental health), School of Public Health, 
University of Michigan, Ann Arbor. 

Rosert§ Joseph Huepner, M.D.,* chief, 
Laboratory of Infectious Diseases, National 
Institute of Allergy and Infectious Diseases, 
has been elected a member of the National 
Academy of Sciences. 

Stoney S. Lee, M.D., Dr.P.H.,* acting gen- 
eral director since December, 1959, is now 
general director, Beth Israel Hospital, 
Boston, Mass.; he is also director of clini- 
cal services and of the Department of Pre- 
ventive Medicine. 

Maxwe L. Lirrman, M.D., Ph.D.,¢ formerly 
research associate, Mount Sinai Hospital, 
New York City, is now scientific director, 
Endo Laboratories, Richmond Hill, N. Y. 

Nancy O. Lurie, Ph.D., formerly lecturer, 
Department of Anthropology, University of 
Michigan, Ann Arbor, is now resident lec- 
turer in public health practice, in the uni- 
versity’s School of Public Health. 

A. Ertn Merxet, M.D., M.P.H.,* formerly 
chief, Bureau of Maternal and Child Health, 
San Diego, Calif., Department of Public 
Health, is now chief, Division of Preven- 
tive Medicine, in the same agency. 

Cuaries E, Nites, M.D., formerly assistant 
director, Pilgrim State Hospital, West 
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Brentwood, Long Island, N. Y., is now as- 
sistant commissioner for administration, 
New York State Department of Mental 
Hygiene. 

Nancy Orr, M.P.H.,* for two years health 
education adviser to the Ministry of Health, 
Chile, under the International Cooperation 
Administration, has rejoined the staff of the 
California State Department of Public 
Health (Los Angeles) as health education 
consultant. 

BenJAMIN PasAMANicK, M.D.,* professor of 
psychiatry, Ohio State University College 
of Medicine, delivered the 103rd Cutter 
Lecture on Preventive Medicine of the 
Harvard School of Public Health in May. 

James W. Ra ercu, M.D., formerly with the 
pulmonary diseases service of the Veterans 
Administration, Washington, D. C., is now 
medical director, American Trudeau Society, 
medical section of the National Tuberculosis 
Association. 

Frank Reynoups, M.D., M.P.H.,* formerly 
director, Bureau of Chronic Diseases and 
Geriatrics, New York State Department of 
Health, is now associate professor of public 
health practice, School of Public Health, 
University of Michigan, Ann Arbor. 

Frances A. Stout, Ed.D.,* director of courses 
for dental hygienists, School of Dental and 
Oral Surgery, Columbia University, has 
been appointed full professor of dentistry. 

Merepitu H. Tuompson, Dr. Eng.,* formerly 
acting director, is now director, Bureau of 
Environmental Sanitation, New York State 
Health Department. 

Orton K. Timo, M.D., formerly area medical 
director, Veterans Administration, St. Paul, 
Minn., has been appointed deputy to the 
VA assistant chief medical director for op- 
erations, Washington, D. C. 

Frepertck E, M.D., formerly associate 
professor of physical medicine and rehabili- 
tation, Medical College of Richmond (Va.), 
is now associate director, Rehabilitation In- 
stitute of Chicago. 

Roserr L. Zonet, M.D., M.P.H.,* now with 
the Portland, Ore., office, Division of Indian 
Health, PHS, will become medical officer in 
charge at the Albuquerque, N. M. office on 
July 1. 


Correction 


S. Post Office 


An error by the U. 
rather than an aberration of the editorial 
staff accounts for the misinformation pub- 
lished in the April Journal that Mary S. 
Gardner, a Fellow of the Public Health 
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Nursing Section, had died. The Journal 


is apologetic to Miss Gardner and happy 


to report that she lives in Providence. 


R. 1. 
DEATHS 


Isipok ApRaAHAMeR, M.D..+ senior surgeon 
(KR) USPHS, U. S. Quarantine Station, 
Rosebank, S. L, N. Y. (Unaffiliated). 

A. Camppett, M.D.,¢ general di- 
rector, Judson Health Center, New York, 
N. ¥. (Maternal and Child Health Section). 

Nicnotas P. Cosco, M.D..+ health officer, 
Middletown, N. Y. (Epidemiology Section). 

Jites Freenp, M.D., on April 22 at the age of 
69. Dr. Freund received a 1959 Lasker 
Award in Medical Research. 

Sraxtey Gray, M.D..* of West Hart- 
ford, Conn. (Occupational Health Section). 

Dias HALtipay,? executive secretary, Anti- 
Tuberculosis League, Cleveland, Ohio, on 
April 15 (Public Health Education See- 
tion}. 

Heim, director, Department of Bac- 
calaureate and Higher Degree Programs, 
National League for Nursing, New York, 
on May 1. 

Roverr T. Lecce, of Berkeley, Calif. 
(Occupational Health Section). 

Jous J. Powers, M.D., M.P.H..+ commissioner 
of health, Albany, N. Y. (Health Officers 
Section}, 

L. Simpson, M.S..¢ health field 
worker, Polk County (Fla.) Health Depart- 
ment. on January 1 (Publie Health Educa- 
tion Section). 

Wittiam F. Wuaire, M.D..¢ medical director, 
Tioga County (Pa.) on December 12, 1959 
(Health Officers Section), 


CONFERENCES AND DATES 


American Public Health Association, 
Kighty-Eighth Annual Meeting, San 
Francisco, Calif. October 31—Novem- 

ber 4. 


Fighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 


State and Regional Public Health Meet- 
ings—June, July, and August: 


New England Health Institute. 
House, Manchester, 
11-13. 

Pennsylvania Public Health Association. 
University Park Hotel, University Park. 
Week of August 15. 


Equinox 
Vermont. July 
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Wisconsin Public Health Association. 
Wisconsin Center, University of Wis- 
consin, Madison. June 14-15. 


Meetings of Other Organizations: 


American Diabetes Association. Deauville 
Hotel, Miami Beach, Fla. June 11-12. 

American Home Economics Association. 
Denver, Colo. June 28-July 1. 

American Hospital Association, San Fran- 
cisco, Calif. August 29-September 1. 
American Medical Association. Americana 
Hotel, Miami Beach, Fla. June 13-17. 

American Osteopathic Association. Hotel 
Muehlebach, Kansas City, Mo. July 
18-22. 

American Pharmaceutical Association. 
Shoreham Hotel, Washington, D. C. 
Week of August 14. 

American Physical Therapy Association. 
Penn-Sheraton Hotel, Pittsburgh, Pa. 
June 26—July 1. 

American Society of Medical Technolo- 
gists. Ambassador Hotel, Atlantic City. 
N. J. June 19-24. 

Dietetic 
Hotel, 


Queen 
Quebec. 


Association. 
Montreal, 


Canadian 
Elizabeth 
June 14-16. 

Conference for Health Council Work. 
Atlantic City, N. J. June 4-5. 

International Congress for Internal Medi- 
cine. Basel, Switzerland. August 24 
Zi. 

International Congress on Occupational 
Medicine. Waldorf Astoria Hotel, New 
York, N. Y., July 25-29. 

International Society for the Welfare of 
Cripples. Waldorf Astoria Hotel, New 
York, N. Y. August 28-September 1. 

International Symposium on Epidemiology. 
Rome, Italy. June 29-30. 

National Association of Sanitarians. Jack 
Tar Hotel, San Francisco, Calif. July 
18-22. 

National Conference on Social Welfare. 
Atlantic City, N. J. June 5-10. 

National Medical Association. Hotel 
Penn-Sheraton, Pittsburgh, Pa. Au- 
gust 8-11. 

National Publicity Council for Health and 
Welfare Services—Institute on Health 
and Welfare Public Relations. New 
York, N. Y. June 2-3. 

National Society for Crippled Children 
and Adults with ISWC Eighth World 

Waldorf Astoria Hotel, New 


August 28-September 2. 


Congress. 
York, N. Y. 

Pan American Medical Women’s Alliance. 
San Juan, Puerto Rico. June 3-8. 
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—The APHA Book Service 
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* A NEW APHA PUBLICATION 


GUIDE TO A 


For use by community groups with the assistance of professional public 


health personnel. 


This new edition is a complete re- 
vision and a very substantial exten- 
sion (from 60 to 231 pages) of a 
“Guide for a Study of Community 
Health Services” published in 1955. 


It is in seven Sections, each for use 
by itself, so that different groups in 
the community may be assigned dif- 
ferent Sections in studying and im- 
proving their community health 
situations. The sections accord with 
the functions of an adequate com- 
munity health program: 


Community Profile and Resources 
Maternal and Child Health 
Health of School Age Children 
Health of the Adult 

Control of Infections 
Environmental Health 


Mental Health 


Guide to a Community Health Study has been prepared by a subcommittee 
of the Program Area Committee on Public Health Administration and 


COMMUNITY HEALTH STUDY 


An instrument for inventorying community health needs 
and resources and for formulating plans 


for health programs and services. 


In the new Guide a section on 
Mental Health appears for the first 
time. New material is interwoven 
throughout the seven sections, with 
chronic disease and rehabilitation 
emphasized and medical resources 
and disaster planning considered. 


Citizen groups — health councils; 
parent-teacher associations; tuber- 
culosis, cancer, heart, mental health 
and other voluntary health associa- 
tions; grange; farm bureau; health 
committees of service clubs of all 
kinds—will find the Guide useful in 
surveying the assets and health 
needs of their communities and in 
planning for the future. 


special task forces consisting of experts in their respective fields. 


“The success of a community health study depends upon the cooperation 
of all interested community groups working together toward a total com- 


munity study.” 


231 pages 


$2.25 per copy 


1790 Broadway, New York 19, N. Y— 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 
GOVERNING COUNCIL 


OFFICERS 1959-1960 


President, Malcolm H. Merrill, M.D., Berkeley, 
Calif. 

President-Elect, Marion W. R.N., 
New York, N. Y. 

Vice-President, Paulo Cesar de Azevedo An- 
tunes, M.D., Sao Paulo, Brazil 
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Canada 

Vice-President, Fred L. Soper, M.D., Chevy 
Chase, Md. 

Treasurer, Charles Glen King, Ph.D., New 
York, N. Y 

Chairman of the Executive Board, John D. 
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EXECUTIVE BOARD 
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ELECTIVE COUNCILORS 
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Minn. 
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Leroy E. Burney, M.D., Washington, D.C. 
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Fraser Harris, Ottawa, Ont., Canada 
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Edward G. MeGavran, M.D., Chapel Hill, N. C. 
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James Watt, M.D., Bethesda, Md. 
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Terms Expiring 1961 


Carl L. Anderson, Dr.P.H., Corvallis, Ore. 

Katherine Bain, M.D., Washington, D. C. 
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Charles F. Blankenship, M.D., San Francisco, 
Calif. 

Anne Burns, R.N., Columbus, Ohio 

Robert H. Felix, M.D., Bethesda, Md. 

John P. Fox, M.D., New York, N. Y. 

Ernest M. Gruenberg, M.D., New York, N. Y. 

Paul A. Harper, M.D., Baltimore, Md. 

Marjorie M. Heseltine, M.A., Washington, D. C. 

Alexander D. Langmuir, M.D., Atlanta, Ga. 

Richard K. C. Lee, M.D., Honolulu, Hawaii 


Lucile Petry Leone, R.N., Washington, D. C. 
Hugh R. McLaren, D.D.S., Ottawa, Ont., Canada 
Beryl J. Roberts, Dr.P.H., Berkeley, Calif. 
Morris Schaeffer, M.D., New York, N. Y. 

Ray E. Trussell, M.D., New York, N. Y. 


Terms Expiring 1962 


Joseph A. Bell, M.D., Bethesda, Md. 
Philip E. Blackerby, Jr., D.D.S., Battle Creek, 


Mich. 
Lester Breslow, M.D., Berkeley, Calif. 
Martha L Clifford, M.D., Hartford, Conn. 
Mayhew Derryberry, Ph.D., Washington, D. C. 
Warren F. Draper, M.D., Arlington, Va. 
Harold M. Erickson, M.D., Berkeley, Calif. 
Thomas Francis, Jr., M.D., Ann Arbor, Mich. 
John B. Grant, M.D., San Juan, P. R. 
Ruth E. Grout, Ph.D., Minneapolis, Minn. 
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Morton Kramer, D.Sc., Washington, D. C. 
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Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 
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CHAIRMAN OF STANDING 
COMMITTEES 


‘ommittee on Affiliated Societies and Branches, 
J. W. R. Norton, M.D., Raleigh, N. C. 

‘ommittee on Constitution and By-Laws, David 
E. Price, M.D., Washington, D. C. 

‘ommittee on Eligibility, John C. Cutler, M.D., 
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‘ommittee on Professional Education, Thomas 
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Committee on Research Policy, Robert Dyar, 

M.D., Berkeley, Calif. 
Technical Development Board, Roscoe P. Kan- 
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SECTION OFFICERS 1960 
Dental Health Section 
Chairman: Carl L. Sebelius, D.D.S., Nashville, 

Tenn. 
Vice-Chairman: 

Boise, Idaho 
Secretary: David F. Striffler, D.D.S., Santa Fe, 


N. M. 


Wesley O. Young, D.M.D., 


Engineering and Sanitation Section 

Chairman: William C. Gibson, M.P.H., Ann 
Arbor, Mich. 

Vice-Chairman: P. Walton Purdom, M.S.E., 
Philadelphia, Pa. 

— James A. King, M.P.H., Bethesda, 
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Epidemiology Section 
Chairman: Philip E. Sartwell, M.D., Baltimore, 
Md. 
Vice-Chairman: James Watt, M.D., Bethesda, 
Secretary: Arthur C. M.D., 
Berkeley, Calif. 
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Food and Nutrition Section 


Chairman: Franklin C. Bing, Ph.D., Chicago, 
Ill. 

Vice-Chairman: Robert E. Olson, M.D., Pitts- 
burgh, Pa. 

Secretary: Dorothy M. Youland, MLS., Billings, 
Mont. 
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ANNOUNCING ... 
THE NEW 

9TH EDITION OF 
CONTROL OF 
COMMUNICABLE 
DISEASES IN MAN 


An Official Report of the 
American Public Health Association 


Pocket-sized manual designed 

to provide an informative text 

for ready reference by physicians, 
dentists, veterinarians, nurses, 
medical students, social workers, 
health educators and sanitarians 
at home and abroad. 


@ Every chapter @ New chapters have been added 
has had material revision, on aseptic meningitis syndrome 
to take advantage of new information (its relation to non-paralytic poliomyelitis) ; 
developed in the past five years. acute upper respiratory disease 
The particular diseases (incorporating the former chapter on the 
which have undergone greatest revision common cold) ; loaiasis; staphylococcal infections 
include anthrax: (emphasizing the occurrence of 
histoplasmosis; influenza: such infections in hospital practice) ; 
poliomyelitis; rabies: rubella: four new chapters on arthropod-borne infections 
tetanus; toxoplasmosis. (a general summary of this group of virus 

infections, the encephalitides, arthropod-borne 
@ Index has been enlarged for easy reference. fevers and arthropod-borne hemorrhagic fevers). 


Edited by international authorities: 


John E. Gordon, M.D., Chairman 


Gaylord W. Anderson, M.D. William McD. Hammon, M.D. 
Joseph A. Bell, M.D. Arthur C. Hollister, Jr., M.D. 
Harold W. Brown, M.D. Robert F. Korns, M.D. 

E. Gurney Clark, M.D. Alexander D. Langmuir, M.D. 
John H. Dingle, M.D. Philip E. Sartwell, M.D. 
Chester W. Emmons, Ph.D. Joseph E. Smadel, M.D. 
William W. Frye, M.D. Franklin H. Top, M.D. 


235 pp, cloth cover $2.50; paper cover $1.00 
_ Book Service, American Public Health Association 
1790 Broadway, New York 19, N. Y. 
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Preserue your JOURNALS 


With a Jesse Jones 
Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


THE USER CAN SEE THAT 
this spoon 
clean 


® 


There is no substitute for the visible and 
absolute sanitation of a_ single-service 
—— that is cut, shaped, and wrapped at 

e factory by automatic machinery. OWD 
Ritespoons are made of selected hard wood 
in the true shape of metal ware. The wood 
is not treated—subjected only to heat and 
moisture. Bacterial count at factory 
practically nil. Sizes to meet all service 
needs of drive-ins, roadside stands, curb 
service places, etc. Will gladly send you 
samples and data. Please use your letter- 

head to request same. 


OVAL WOOD DISH CORPORATION 
TUPPER LAKE, N. Y. * DEPT. H 


THE OVAL WOOD DISH CO. OF CANADA, LTD, 
INDUSTRIAL CENTER NO. 5, QUEBEC, P. Q. 


1790 Broadway 


APPLICATION FOR MEMBERSHIP 


(Please type or print) 


PLACE AND DATE OF BIRTH ................. 
EDUCATION (schools, dates, degrees if any) . 


Please complete application on reverse side. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


New York 19, N. Y. 


JUNE, 1960 


— 
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a (street) (city) (zone) (state) 
(title) (organization) 
(street) (city) (zone) (state) 
eS (title) (organization) (city and state) (dates) 
XXXIX 


REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications and Functions of Public Health Educators 

Educational Qualifications of Directors of Public Health Departments 

Educational Qualifications of Executives of Voluntary Health Organizations and Health Councils 

Educational Qualifications of Medical Administrators of Specialized Health Activities 

Educational Qualifications of Public Health Dental Hygienists 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health 

Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of School Physicians 

Educational and Other Qualifications of Public Health Sanitarians 


Single copies are available without charge 


Address requests to the 


Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N. Y. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 

Health Officers 00d and Nutrition School Health 
Laboratory ....Maternal and Child Health Dental Health 
Statistics ...Public Health Education _............Medical Care 

..Engineering and Sanitation ............Public Health Nursing pes Mental Health 

...Occupational Health Epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


(signature) (address) 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 


Journal of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members join- 
ing after July 1 will receive the Journal beginning with July; such applicants may pay one 
year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 

Dues must be received before applications are reviewed by the Committee on Eligibility 


A remittance for $ is enclosed. Send bill to...... 


DATE ....... 


VOL. 50, NO. 6, A.J.P.H. 


* 
\ 
ag 
4 
§ 
é 
t 


American Journal of Public Health and the 
Nation’s Health: 


An Appraisal Method for Measuring the Quality 
ousing—A Yardstick for eth ers, 


Housing Officials and Planners: 

Part I. Nature and Uses of the Method. 1945. 

Part II. Appraisal of Dwelling Conditions. Vol. 
A—Director’s Manual. $3.00. Vol. B—Field 
Procedures. $2.00. Vol. C—Office Procedures. 


$3.00. 1946; or three for .........cccccccece $7.00 
Part III. Neighborhood Environ- 


Baker’s Devonshire Colic. 1767. Facsimile Delta 
Basic Principles of Healthful Housing. 2nd ed. 
Care of Laboratory Animals. 1954. 32 Ee 75 
Control of Communicable Diseases in Man. 9th 
ed., 1960. 235 pp. 
$1.00 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. ........... $7.50 
Directory of Public Health Statisticians. 6th ed. 
$1.50 
Special price to members on prepaid orders only $1.00 
Evaluation Schedule. For use in the study and 
appraisal of community health programs....... 
General Medical Care Programs in Local Health 
Departments. 1951. 129 pp. ...............+: $1.00 
—¥ to a Community Health Study. 1960. 231 


Guides to Services for a Children: 


Cerebral Palsy—1955. 108 pp. ................ 50 
Cleft Lip and Cleft Palate— 1955. $1.50 
Dentofacial Handicaps—1955. 68 pp. ......... $1.50 
Handicapped Children—1955. 150 pp. ......... $1.50 
Hearing Impairment—1956. 124 pp. ......... ‘— 


Vision and Eye Problems—1956. 112 pp. ..... 
Health Supervision of Young Children. A Guid le 
for Practicing Physicians and Child Health Con- 
ference Personnel. 1960. 180 pp. ............- 


Bacterial Cleanability of Various Types of Eating 
Surfaces. February, 1953. = 

Bookshelf on Epidemiolo a "Evaluation, The 
Medical Officer’s. April, 1355 35 

on Foods and Nutrition. 1955. 


Bookshel on International Health. April, 1958 95 
Bookshelf on the History and Philosophy of Public 
Bookshelf on the Social Sciences and Public 
35 
Certain Aspects of the Microbiology of Frozen 


Concentrated Orange Juice. game, 1956. 8 pp. .10 
Creative Health and the Principle of Habeas Men- 


om. February, 1966. 12 25 
Disability—Cash a Versus Rehabilitation? 

Driver Behavior pa Accidents. May, 1957. 8 p 10 


Environmental Aspects of Staphylococcal Eatoosione 
— in Hospitals (symposium). April, 1960. % 
Financing —e Care for the A February, 
Givers’ lemma. Editorial. October, 1954. 4 
Hospitals and Public Health. Editorial. July, 195 


JUNE, 1960 


PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Order from the Book Service — Advance Payment Is Requested 


Housing an Aging Population. 1953. 92 pp. ..... $1.00 


Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 


Nutrition Practices: A Guide for Public Health 


Occupational Lead Exposure and Lead Poisoning. 

Principles for Healthful Rural Housing. Ist ed. 

Proposed Housing Ordinance. 1952. 24 pp. ..... $1.00 


Public Exposure to Ionizing Radiation. What Pub- 
lic Health Personnel Needs to Know. 1958. 


Public Health and Hospitals in the St. Louis Area 

—A Mid-Century Appraisal. 1957. 414 pp. ... $4.50 
Public Health Career Pamphlet: 

Public Health—A Career with a Future. Revised 


Radiological Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. ........ 
Recommended Methods for the Microbiological 
Examination of Foods. 1958. 207 pp. ....... $4.50 
Selected Papers of Joseph W. Mountin, M.D., 
Standard Methods for the Examination of Dairy 
Products. 10th ed. 1953. 345 pp. ..........- $5.50 
Photographic Sediments Charts.............++ $2.00 


Standard Methods for the Examination of Water, 
Sewage and Industrial Wastes. IIth ed. in 
preparation. 

Standards for Healthful Housing: 

Planning the Home for Occupancy. 1950. 56 pp. $2.00 
Construction and Equipment of the Home. 1951. 

Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp......... $1.00 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 
od, Paper $3.75 


Lemuel Shattuck—Still a Prophet. February, 1949. 


The Local Health Department—Services and Re- 
sponsibilities. An official statement of the 
-rT,. Public Health Association. March, 
1951 


the Use of i > the Field of Public 
Of June, Soot 40 
Poultry Inspection. Official. of APHA. 
November, 1967. 12 pp. 50 
Repeated Poisonous Snakebites in Man. Editorial. 
State Health Department—Services and Responsi- 
bilities. February, 1954. 20 pp. .........+++6+ 35 
Soames on Availability and Uses of Staphy- 
jococcal Phage Typing. September, 1959 ...... 25 


an ested Home Accident Prevention Activities 
or Health Departments. May, 8 pp... .10 


ary, 15 
Tax Suppored 3 Medical Care for the Needy. Octo- 
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SANITIZERS 


OFFER ALL THESE 
ADVANTAGES 


A LONG RECORD OF DEPENDABILITY. lodine 
is recognized as a most efficient antiseptic 
and germicide. It is known to be effective 
against a wide range of organisms. New tech- 
nology has now resulted in more efficient 
iodine formulations developed especially for 
sanitization. 


SPECIALIZED -PRODUCTS. Iodine sanitizers 
and detergent-sanitizers are offered by lead- 
ing manufacturers for treatment of milk, 
food and beverage utensils and equipment. 
Also available are iodine disinfectant-cleaners 
for hospitals, schools, institutions, food and 
beverage plants, and industrial applications. 


EFFECTIVE. lodine sanitizers are effective in 
low concentrations...economical, too. Their 
use can contribute to improved public health. 


EASY TO TEST. The well-known iodine color 
is an indication of solution strength. When 
the color of an iodine sanitizing solution 
begins to disappear, that is a signal to re- 
plenish or replace the solution. There is no 
reason ever to let an iodine solution get too 
weak to be effective. Test kits are available. 


Write us for further information and names of 
manufacturers offering iodine sanitizers and 
disinfectant-cleaners in your area. No obli- 
gation, of course. 


CHILEAN IODINE 
EDUCATIONAL BUREAU, 
INC. 


Room 2158, 120 Broadway, New York 5, N. Y. 


Directory of 
Health Service 


BLACK & VEATCH 

Consulting Engineers ~ 
Water — Sewage — Electricity — Gas — Industry 
Reports, Designs, Supervision of Construction, 


Investigations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


(Treponema Pallidum Immobilization Test) 


Information on fees, and on collection and sub- 
mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 


128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Pool Circulating Systems. Purification Systems 
as applied to Sewage Treatment and Water 
Works. A New System for Automatic Control. 


215 W. HURON ST. CHICAGO 10, ILL. 


EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 
Atmospheric Pollution. 
Chemical Warfare 


Industrial Hygiene 


él! Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 


A Personne! Administration Service in the 
Field of Public Health 


Available to State and ~ oa Health Departments 
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Diagnostic 


Colitis? 


Quandaries 
Gall Bladder Disease? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 
overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.' 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.* 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.* 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis ? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G-W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 
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PUBLIC HEALTH IS ONE WORLD 


INTRODUCTION 


Leona Baumgartner, M.D. 


His ASSOCIATION, made up of some 
13,500 public health workers chiefly 
from the Americas, joined hands with 
public health scientists from thirty-two 
other countries for a week at the 87th 
Annual Meeting in 1959. This supple- 
ment to the Journal of the Association 
puts into permanent form some of the 
thinking and discussion around the 
theme of that meeting, “Public Health 
Is One World.” The visitors from other 
countries had been asked to come and 
share their knowledge of health prob- 
lems and their solutions with their 
American counterparts. 

Perhaps more important than the 
formal papers presented were the op- 
portunities to exchange ideas and to 
learn to understand areas of agreement 
and areas of disagreement—the many, 
many informal contacts between those 
who have similar interests. Guests and 
hosts alike are members of the global 
public health team and at the Atlantic 
City meeting they sat down together 
so that all could learn to do their day- 
to-day work more efficiently. This sup- 
plement records but a few of the papers 
given by non-American speakers. 

This was the first world-wide work- 
shop in public health, in seeking ways 
to improve the health of all, sponsored 
by a nongovernmental agency. I be- 
lieve it was a firm step toward peace. 
In our approach to global problems, we 
scientists in public health have a tre- 
mendous advantage over politicians and 
diplomats. The politicians and diplomats 
of different nations must always seek 
either to reconcile their differences or 
to gain advantage over their fellows. 
For those in medicine and public health 
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no one can and certainly no one desires 
to gain a mere national or ideologic 
advantage; the common enemy is al- 
ways disease, disability, and suffering. 

The contributions to health have 
never been made by any one country. 
Thus vaccination and penicillin came 
from England; insulin from Canada; 
rauwolfia from India; pasteurization 
from France; the conditioned reflex from 
Russia, etc. The recent Soviet use of 
her Sabin-type polio vaccine is a dra- 
matic example of how contributions 
made by two countries can be used 
to the benefit of all. 

We public health workers in America 
from our comparatively safe position 
tend to be complacent about commu- 
nicable diseases, but the recent world- 
wide spread of Asian influenza serves 
to remind us that such diseases pose a 
constant threat to all the world. When 
we remember that malaria still afflicts 
millions and debilitates hundreds of 
thousands, we realize that on a world 
scale it is the biggest of all health 
problems for which there are solutions. 

It is especially vital that our aware- 
ness and alertness of the problems of 
public health be maintained on an inter- 
national scale. In an age when what 
were once deemed the inaccessible cor- 
ners of the world have become pleasant 
stopovers on a jet-propelled itinerary, 
communicable diseases can travel thou- 
sands of miles a day. Such considera- 
tions lift the phrase “Public Health Is 
One World” out of the realm of pious 
hopes. It is a reality which we ignore 
at our peril. 

The “One World” theme has its hu- 
manitarian side as well as its practical 
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one. Or perhaps we should realize and — or through any of the many other ways 


acknowledge that humanitarianism is that health workers can contribute. 
practical. For what greater contribu- Before a country can achieve eco- 
tion can be made to the cause of world nomic and political health, it needs a 
peace than the gift of health?—health healthy people. Perhaps when all the 
attained through improved nutrition, countries of this world have attained 
through education on child care and a state of health, a healthy and peaceful 
welfare. through sanitary engineering, world will at last be possible. 
: Acknowledgment—The international aspect of the 87th Annual Meeting of 
the APHA was cooperatively planned with the National Citizens Committee for 
the World Health Organization and was made possible by grants from the 
Rockefeller Foundation, the Milbank Memorial Fund, the Ella Lyman Cabot 
Trust and contributions from the following pharmaceutical companies: 
American Cyanamid Company 
Johnson & Johnson 
Merck & Co., Ine. 
Chas. Pfizer & Co., Inc. 
Smith Kline & French Laboratories 
E. R. Squibb & Sons 
The Upjohn Company 
Warner-Lambert Pharmaceutical Company, Inc. 
Winthrop Laboratories 
Both personally and on behalf of the American Public Health Association, I 
a am glad to acknowledge their help and thank them for it. 
Dr. Baumgartner is commissioner, City Health Department, New York, N. Y. 
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HEALTH PROGRAMS 


M. G. Candau, M.D., M.P.H., F.A.P.H.A. 


T Is OBvioUSs from the acclaim this 

audience has just given Dr. Dublin 
that recognition of outstanding achieve- 
ment is truly appreciated by public 
health people.* Not many reach the 
pinnacle of the Sedgwick Memorial 
Medal and it thus seems to me particu- 
larly fitting that the Delta Omega lecture 
should follow this ceremony since, as I 
understand it, the basic function of the 
Delta Omega Society is to recognize 
excellence among those younger workers 
who have distinguished themselves at 
schools of public health. I am very 
happy. therefore, that in speaking to- 
night I can pay tribute to the members 
of Delta Omega and to the philosophy 
of excellence of performance which they 
represent. 

Naturally, we of the World Health 
Organization are thoroughly pleased that 
world health has become so much a 
part of the annual meeting of the Ameri- 
can Public Health Association and so 
prominent in this one. 

There is no doubt that one of the 
essential conditions for the success of 
the tremendous task WHO has set for 
itself is precisely the continuing and 
active support of groups such as this, 
and I do hope that the already close 
links established between APHA and 
WHO will be further developed in the 
years to come. 

The assignment I have been given is 
a hard one. Indeed, to deal with prob- 
lems involved in developing world health 


* The Delta Omega Lecture was given im- 
mediately after the presentation of the Sedg- 
wick Memorial Medal to Dr. Louis Dublin. 
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PROBLEMS IN DEVELOPING INTERNATIONAL 


programs, I should have to cover the 
whole life of the World Health Organiza- 
tion, since its very inception in 1948. 
I should have to describe the trial and 
error period of the first years of WHO, 
its early experiences in the field of de- 
centralization and regionalization, the 
changing technics evolved to insure the 
best possible cooperation with national 
health authorities, and its effort to make 
the most economical and efficient use of 
the means which are available interna- 
tionally for the betterment of world 
health. 

I should also have to tell you about 
the pioneering role WHO has played in 
initiating a technical assistance pattern. 
Finally, | should also have to show how 
in the last eleven years we succeeded 


* in establishing efficient working relation- 


ships with a great number of intergov- 
ernmental and nongovernmental organ- 
izations concerned with the various 
programs WHO has embarked upon. 
Rather than attempting all this, I have 
chosen to deal in greater detail with 
two concrete examples of activities which 
are in the forefront of WHO's interests: 
the eradication of malaria and the estab- 
lishment of an intensified medical re- 
search program on a world-wide basis. 
Malaria has been one of our major 
interests since WHO's inception in 1948. 
At that time the full life history of the 
malaria parasite had long been estab- 
lished; highly effective antimalarial 
drugs were both available and compara- 
tively inexpensive; several residual in- 
secticides were being produced indus- 
trially and technics for their large-scale 
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application had been developed. A vast 
store of information had been amassed 
concerning the biology and habits of 
the principal mosquito vectors. Thus the 
time was propitious for undertaking anti- 
malaria campaigns on the largest scale, 
and particularly in less populated rural 
areas where the disease took its greatest 
toll and where earlier control methods 
were not feasible. 

At first all seemed to be plain sailing. 
The validity of the methods used was 
proved by remarkable results achieved 
in Italy, in Venezuela, in Greece, in 
India, and elsewhere. By 1953, results 
were such that WHO's Expert Committee 
on Malaria could conclude that spraying 
operations might safely be discontinued 
under certain circumstances in areas 
where malaria had disappeared. Effec- 
tive control, if not complete elimination 
of malaria, appeared to be a practical 
possibility. 

It speedily became evident, however. 
that the final answer had not yet been 
found. Already in 1951 a malaria vec- 
tor in Greece, Anopheles sacharovi, had 
developed resistance to DDT. In the 
succeeding years other vectors showed 
signs of resistance in Java, Saudi 
Arabia, West Africa, and in the United 
States. It soon was realized that the 
prolonged use of chlorinated hydrocar- 
bon insecticides would result in the 
appearance of resistance not only to one 
or another, but to all known residual 
insecticides. 

This was a situation calling for bold 
countermeasures. The Fourteenth Pan 
American Sanitary Conference in 1954 
decided to make an all-out effort to 
eradicate malaria from the American 
continent, and in 1955 the Eighth World 
Health Assembly, attended by represent- 
atives from 75 member states of WHO, 
decided on a campaign for nothing less 
than the eradication of malaria from the 
whole world. The challenge of anophe- 
line resistance had been taken up. 

The philosophy of malaria eradication 


is familiar to you—it is based on the 
fact that, in man, malaria infection dies 
out within three years if no re-infection 
supervenes; therefore the complete inter- 
ruption of transmission for a period of 
from three to four years would mean 
the eradication of the disease. Here of 
course we are talking about eradication 
of malaria, not about eradication of the 
insect vector. 

The coordination of such a vast world 
campaign has brought many fresh prob- 
lems for the World Health Organization, 
among them the problems of large-scale 
organization, For nation-wide campaigns 
it is not enough to have competent ma- 
lariologists, entomologists, and techni- 
cians. All too easily their plans can be 
frustrated by inadequate supply services. 
insufficient numbers of trained spraying 
teams, and even by lack of public sup- 
port due to insufficient information. 
There may be apathy—should I say op- 
position ? — in governmental or political 
circles where the economic and social 
benefits of malaria work are not appre- 
ciated. 

The greatest difficulty is of course 
financial. The yearly cost of protecting 
one person against malaria varies from 
15 to 40 cents (USA) according to the 
different regions. Although this is only 
a small fraction of the expense and eco- 
nomic loss caused by the disease if un- 
checked, it still represents a large slice 
of the national health budget of many 
of the countries most seriously affected. 

There are also problems of a technical 
nature. On these I shall not dwell, ex- 
cept to remind you that, in antimalaria 
work as elsewhere, progress depends on 
the development of new technics and 
methods, which in turn are dependent 
on the research effort. Without the work 
done in recent decades on the biology 
of the vector, on insecticides and their 
application, and on the malaria parasite 
itself, we could never have progressed 
so far on the road to world eradication 
of malaria. Unless this research effort 
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is maintained and strengthened, future 
success may yet be imperilled. Too little 
work, for example, has been done on the 
mechanism of mosquito resistance, and 
WHO has therefore stimulated and co- 
ordinated research in this field in several 
parts of the world. 

Indeed research is becoming one of 
, the most important activities of WHO 
and this provides many further examples 
of the dynamic nature of the organiza- 
tion’s programs. The original constitu- 
tional mandate given to WHO included 
the promotion and stimulation of medi- 
cal research but, in the practical day-to- 
day work of the first years, the impor- 
tance of research was to some extent 
obscured. Faced with serious financial 
limitations, WHO's effort concentrated 
on helping governments to control the 
major communicable diseases. Para- 
doxically, every step forward in the fight 
against these major communicable dis- 
eases revealed gaps in knowledge as well 
as deficiencies in the methods and tech- 
nics used against them. It became in- 
creasingly evident that research was the 
only means of overcoming these short- 
comings which threatened to jeopardize 
every campaign however well conceived 
and carried out. 

By the end of the first decade of 
WHO's work, the indications were that 
progress in world health in the coming 


decade would depend to a great extent 


on our ability to develop to the fullest 
the resources remaining unexploited in 
the world for the promotion of medical 
research, It is to the credit of the United 
States Delegation at the Eleventh World 
Health Assembly in Minneapolis last 
year that the question of WHO's respon- 
sibility in this field was raised openly, 
and thanks to the unanimous stand taken 
by the Assembly we have now a blue- 
print defining the areas in which WHO 
can and should develop an intensified 
research program. 

Here I should like to reiterate that 
we continue to believe that research is 
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INTERNATIONAL HEALTH PROGRAMS 


and should remain a_ predominantly 
national responsibility, and that it is 
the individual research worker who is 
at the heart of every scientific investiga- 
tion. It follows that successful research 
depends upon the freedom of the indi- 
vidual research worker to develop his 
own potential and his ideas. As in the 
past, WHO will refrain from undertak- 
ing research on its own or any action 
which might lead to duplication or over- 
lapping. 

Our primary purpose is to bring to- 
gether the various research activities 
going on in many countries. The need 
for coordination has become more press- 
ing because of the accelerated speed 
and enlarged scope research has ac- 
quired in a few countries, as in the 
United States, for example. We hope 
that the communications we shall estab- 
lish between research workers of the 
world will reveal the gaps and single out 
the shortcomings and limitations of 
present-day research when it is examined 
from a global viewpoint; that it will 
stimulate the formation of potential nu- 


‘clei of research which until now could 


not be developed because of lack of man- 
power, or of money, or both. 

As we see it, the fields of research 
where WHO can usefully play a part 
fall into a few broad categories. There 
are, first, the problems which can only 
be examined on a world level, such as 
demographic studies and statistical data 
on the prevalence of diseases, old and 
new, throughout the world. The second 
category includes communicable diseases 
which are either of a world-wide char- 
acter or so widely spread over several 
regions that they would yield only to a 
cooperative effort. Virus diseases and 
tuberculosis fall into the first group, 
while malaria is characteristic of the 
second. 

Another group of diseases, logically 
suited for internationally coordinated 
research, are those which present un- 
explained variations both in incidence 
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and prevalence according to geographic, 
economic, and social conditions. The 
comparative study of such diseases— 
and | would mention cancer, rheuma- 
tism, cardiovascular disease, diabetes— 
may very well provide us with a clue 
to the general causes of these diseases. 

Sometimes the investigation of a very 
rare effliction in a remote spot of the 
globe may be of interest to all countries. 
Thus the study of pulmonary hyperten- 
sion as reported in the Andes among 
people living above 12,000 feet might 
explain the mechanism of pulmonary 
hypertension in general. 

Lastly, international assistance in the 
form of training, money, or other facili- 
ties may enable countries to develop a 
research potential that has not been fully 
exploited because of lack of resources. 

In intensifying its research programs, 
WHO will by and large employ the 
same means as have been used in other 
branches of its work. There is first the 
training of research workers at all levels. 
from the junior research student to the 
scholar who receives specialized supple- 
mentary training in some new skill. 

Then there is the method that can 
be qualified as “servicing research.” 
This encompasses a variety of activities 
to enable research workers to commu- 
nicate their knowledge to each other. 
Unless nomenclature, definitions of dis- 
ease, technics, and material are standard- 
ized, there is a risk that important re- 
search will remain of only local or 
arbitrary significance, or even lead to 
frustrating and harmful misconceptions. 

In briefly outlining two of WHO's 
main programs, I have touched upon 
some of the specific problems which must 
be solved if malaria is to be eradicaied 
and if international research is to take 
its rightful place in the over-all promo- 
tion of public health throughout the 
world. I feel, however, that before con- 
cluding, 1 should say a few words about 
some more general problems, character- 
istic of a wider sector of WHO's work, 


which throughout our 11 years of ex- 
perience have prevented countries from 
taking maximum advantage of the as- 
sistance organizations such as WHO are 
extending to them. 

Shortage of adequately trained na- 
tional health personnel in all categories 
is perhaps the most serious single handi- 
cap in absorbing the aid coming from 
outside. The deficiency is by no means 
confined to one level of training and 
experience; it affects both the planning 
and the carrying out of programs right 
through the whole range of action. 

Then there is the fundamental prob- 
lem of communication, which must be 
assured for the exchange of scientific 
information and of technics, so as to 
achieve cross-fertilization for the benefit 
of all partners involved. This calls for 
more than the usual professional quali- 
fications, since language barriers and 
handicaps resulting from different social 
and cultural patterns will be overcome 
only through long and patient attempts 
at understanding on the part of all. 

In a number of countries, the absence 
of a solid administrative structure may 
compromise any advance in the promo- 
tion of health. Public health must rest 
on well organized national health serv- 
ices, and such services cannot be created 
in an administrative vacuum. 

Political instability is another obsta- 
cle to progress in any long-term effort 
to raise the level of health. In more 
than one country we have seen how fre- 
quent and sudden changes in govern- 
ments may interfere with the carrying 
out of programs undertaken in the field 
of health. 

And, finally, there is a very close 
relationship between economic develop- 
ment and improvement of health. If it 
is true that better health leads to greater 
prosperity, it is equally true that poor 
living conditions are bound to affect 
adversely the health of the people. This 
is one of the gravest vicious circles, and 
it is essential that it should be broken 
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if the general health of a country is to 
be improved. 

These then are some of the problems 
WHO must take into consideration when 
planning assistance to an_ individual 
country, This does not mean that a 
request for aid, received by WHO, 
should be answered only when all the 
problems I have mentioned are solved 
in the respective country, but it does 
mean that the nature and the amount 
of assistance should be adapted in a 
realistic fashion to the conditions pre- 
vailing in that country, so that inter- 
national cooperation may be geared to 
the only objective which would advance 
the health of the citizen, namely, the 
orderly development of their own na- 
tional health service. 

I hope that the two examples I have 
chosen of malaria eradication and in- 
tensified medical research have helped 
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to show you the essential meaning of 
WHO and of its place in today’s world. 
The task of the organization can be 
likened to the building of an interna- 
tional network of highways along which 
ideas, information, and knowledge move 
freely in all directions, undisturbed by 
national boundaries, cultural and social 
differences and language difficulties. As 
an expression of true international soli- 
darity in the field of health, WHO exists 
solely to help bridge the gap which still 
separates the few medically developed 
countries from the great majority of the 
world which has just begun its march 
toward better health. In the last analy- 
sis, the essence of the problems we are 
trying to solve in all our programs could 
be summed up in the admirable theme 
you have chosen for your annual meet- 
ing this year: “Public Health Is One 
World.” 


Dr. Candau is director general, World Health Organization, Geneva, Switzer- 


land. 


This paper was presented before the First General Session of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 


City, N. J., October 20, 1959. 
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UNICEF GOALS IN MATERNAL AND CHILD HEALTH 


Maurice Pate 


OST OF THE CHILDREN of the world 

face a short life, a sick life, and a 
hungry life. Of the estimated one billion 
children in the world about 750 million 
live in economically underdeveloped 
areas. About 80 per cent of these chil- 
dren live in countries where the income 
per person averages less than $100 a 
year. 

This, of course, is quite an old situa- 
tion. But these days there is something 
new about it. What is new is that the 
fatalistic attitudes in these countries 
toward poverty and disease are giving 
way to new hopes and efforts. The stir- 
rings for change, aided by a growing 
international conscience and awareness 
of the need to share materials and ex- 
perience, has led for the first time to 
the possibility that more of the children 
of the world can join the present fortu- 
nate ones in a chance for life, health, 
productivity, and happiness. In the field 
of health, war and postwar discoveries 
of miracle drugs and chemicals enable 
a great deal to be done by simply trained 
auxiliary personnel working under the 
direction of the limited number of fully 
trained doctors and other health per- 
sonnel. 

To help countries achieve their new 
strivings the United Nations has created 
several agencies in the economic and 
social fields, including UNICEF — the 
United Nations Children’s Fund. 
UNICEF, which was established by the 
General Assembly as an agency con- 
cerned with children, provides aid pri- 
marily in the fields of health, nutrition, 
and welfare. Over the course of the 
years a network of cooperative relation- 


ships have developed between UNICEF 


and the World Health Organization, and 
also the Food and Agriculture Organiza- 
tion—relationships both of a formal and 
of an intimate character—to assure that 
the available international resources are 
aligned in the most effective ways pos- 
sible in helping government projects. 
UNICEF provides supplies and technical 
equipment not available within the as- 
sisted countries, and also material help 
for the training of national personnel. 
WHO and FAO provide technical advice 
required by the governments in plan- 
ning and carrying out the projects. 
They also provide technical advice to 
UNICEF, The thirty-nation UNICEF 
Executive Board which sets the assist- 
ance policies of the fund, also approves 
aid for each project; in the health field 
this aid is not voted by the UNICEF 
Board unless the plan for the project 
has received the technical approval of 
WHO. In addition to technical reliance 
on WHO, in connection with country 
programs which both agencies are jointly 
aiding, UNICEF has a deep apprecia- 
tion of the broader activities and leader- 
ship of WHO in the health field since 
these provide the foundation without. 
which much of the work of UNICEF 
would not be possible. 

This week one of the committees of 
the United Nations General Assembly 
currently in session—the Third or Social 
Committee—is including in its debate 
the activities of UNICEF. Among the 
82 nations represented there—often di- 
vided in their views on other matters— 
there is a warm and unanimous approval 
of this type of international collabora- 
tion. This approbation is typical of an 
almost universal attitude which has de- 
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veloped over the years toward the ob- 
jectives of UNICEF. I cite this only 
to make a point about UNICEF’s work: 
the point revolves around how limited 
resources — at present only about $25 
million a year—can be spread over more 
than a hundred countries and territories 
to make a lasting impact. 

It is hardly necessary to point out to 
this audience that in every country there 
are people in government, in the pro- 
fessions, in business, in private agencies, 
in various voluntary groups, and as indi- 
viduals who want to bring about an 
improvement in the lot of children. The 
goal of UNICEF is to encourage and 
stimulate their efforts and to make it 
possible for them to use international 
help as a lever for mobilizing local re- 
sources on behalf of children. This in- 
cludes planning and establishing patterns 
of national and local budgetary support 
and organization which will provide a 
sound basis for permanent and expand- 
ing services for children. In addition, 
UNICEF provides emergency aid in 
times of disaster, such as floods, earth- 
quakes, and drought. 

Every type of aid given by UNICEF 
has as its purpose the improvement of ma- 
ternal and child welfare. In economically 
underdeveloped countries this must nec- 
essarily be a broad concept. A primary 
long-term interest is to help countries 
establish networks of basic health serv- 
ices for mothers and children. At the 
same time, however, it is clear that in 
most of the countries being aided, cam- 
paigns to control or eradicate endemic 
diseases largely affecting children are 
a necessary first concern, since no health 
service can hope to build permanent pre- 
ventive health benefits if its resources 
are constantly drained to treat chronic 
sickness. The large-scale disease cam- 
paigns aided by UNICEF and WHO are 
designed to do more than attack and 
treat a single disease. They arouse in- 
terest in modern concepts of health; they 
stimulate receptivity to other health 
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activities; and they are planned so that 
the gains can be consolidated and in- 
tegrated into permanent health services. 
At the same time, wherever possible, 
UNICEF is helping develop maternal 
and child health services; this is re- 
flected in the fact that maternal and 
child health projects are currently being 
assisted in 71 countries and territories; 
this encompasses aid to over 7,000 rural 
health centers, 15,000 village subcenters 
and about 700 other centers, including 
district and urban health centers and 
maternity and pediatric wards of hos- 
pitals. 

At present about 45 per cent of 
UNICEF aid goes for control of com- 
municable diseases. In disease control 
UNICEF helps with those diseases which 
have a high incidence among children 
and are a serious menace to their health; 
for which effective prevention or mass 
treatment is possible; where the costs 
per person are relatively low; and 
where the countries concerned would be 
able to continue on a permanent basis 
in the consolidation of the gains made 
in the mass campaigns. In a number 
of instances action in a country begins 
with a pilot project in order to gain 
experience with the effect of local con- 
ditions on campaign strategy, and also 
to train staff for the expansion to follow. 

The largest expenditures in the last 
several years, and for at least several 
years to come, are for malaria cam- 
paigns. This reflects the decision of the 
UNICEF Board taken in 1955 to join 
with WHO in a large-scale program of 
helping countries eradicate malaria as 
early as possible, in order to reduce the 
danger of resistance to insecticides by 
malaria-bearing mosquitoes and reduce 
the economic burden to countries of re- 
current expenditures under the old-type 
control programs. Next year UNICEF 
will allocate close to $10 million for 
malaria campaigns, providing insecti- 
cides, vehicles, sprayers, and drugs, 
while WHO provides the necessary tech- 
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nical support, including various types of 
advisory services, training, and inter- 
national staff to help in the operation of 
projects. 

Despite important advances in the 
fight against tuberculosis it still remains 
a leading cause of death and suffering 
in the world. UNICEF and WHO have 
aided in the vaccination of almost 120 
million children with BCG. Of great 
hope for the future because of lack of 
treatment facilities in the countries aided 
by UNICEF, is the possibility of home 
treatment with drugs. Pilot projects are 
now trying to work out effective and 
economical methods of home treatment 
which will make possible large-scale 
programs. In the meantime UNICEF 
and WHO are providing aid for national 
tuberculosis prevalence surveys for the 
planning of tuberculosis control pro- 
grams, and for pilot area projects where 
general control methods can be adapted 
to the local conditions and personnel 
trained. UNICEF aid consists of vac- 
cine, tuberculin, drugs. and vehicles, and 
WHO provides the technical support re- 
quired in planning and carrying out the 
programs. 

A similar division of aid between 
UNICEF and WHO exists in the other 
main disease control programs jointly 
aided by the agencies—yaws, leprosy, 
and trachoma and related eye diseases. 

Of the estimated 200 million persons 
exposed to yaws in the rural areas of 
the tropics, about 100 million have al- 
ready been brought under survey in 
programs aided by the two organiza- 
tions. Nearly all the countries and terri- 
tories with a high incidence of this 
disease have undertaken campaigns 
which in due course will cover all their 
affected areas and reduce yaws to a 
minor health problem. 

In leprosy, of the more than ten mil- 
lion cases in the world UNICEF aid is 
as yet reaching less than a_ million, 
mostly in West Africa, through large- 
scale ambulatory treatment which re- 


places the old system of segregation. 
These campaigns are well under way and 
will be expanded to cover all affected 
areas in the countries. Little, however, 
has yet been done for the large endemic 
regions of Asia. 

For trachoma and related eye diseases, 
also, only a start has been made, with 


“UNICEF aid reaching but two million 


out of the estimated 400 million affected. 
It is hoped that a break-through in find- 
ing simple, cheap, and effective methods 
for treatment will open up the possibili- 
ties of large mass campaigns in all en- 
demic areas of the world. The recent 
isolation of the trachoma virus may, 
perhaps, prove to be a turning point in 
developing effective immunization. 

It is clear from the foregoing that 
although considerable progress has been 
made in disease control, the tasks ahead 
are still formidable if diseases which 
cause widespread death and suffering to 
children, enormous destruction to human 
energy and productivity, and are obsta- 
cles to the development of effective per- 
manent health services are to be con- 
trolled or eradicated. 

The first emphasis in maternal and 
child health programs aided by UNICEF 
and WHO was in safe delivery of 
babies; the goal now is to have services 
go beyond this—at the very least—to 
give more prenatal care and to reach 
young children in the especially vulnera- 
ble age from weaning through to pre- 
school period. As I have indicated 
earlier, the objective is not to help single 
centers, but rather to help in a network 
of services which are an integral part 
of local, provincial, and national public 
health services. It is hoped that these 
in turn will be coordinated with nutri- 
tion, agricultural, and home economics 
extension, schools, social services, and 
public works programs within the coun- 
try. In a number of countries com- 
munity development movements have 
started to foster a comprehensive ap- 
proach to strengthening community and 
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family levels of living, combining the 
initiative of the people themselves with 
the help given by technical and other 
services. Wherever possible UNICEF 
seeks to aid maternal and child health 
services within this broader concept. 
Although at first the aid to maternal 
and child health services was confined 
to basic technical equipment, supplies, 
drugs, and diet supplements, it soon 
became clear that the potential of ma- 
ternal and child health centers to pro- 
vide education, especially to mothers, 
in better health and nutrition practices 
and child-rearing would not be realized 
unless better trained staff was available. 
As a consequence UNICEF has also been 
steadily increasing its emphasis on aid 
for training. In addition to teaching 
materials, and some equipment for train- 
ing hospitals and field practice, UNICEF 
may provide stipends for within-country 
training courses. There is a great need 
to train personnel capable of giving 
leadership and supervision to the pro- 
grams not only at the national level but 
at all levels throughout the service. The 
training schemes. so far aided by 
UNICEF have been mainly for tradi- 
tional birth attendants, midwives, nurses, 
and health visitors, and various types of 
auxiliary nurses and child care aides. 


A start has also been made in helping - 


selected schools of medicine and public 
health strengthen their teaching of pedi- 
atrics (especially social pediatrics) and 
preventive medicine, and provide gradu- 
ate training in these subjects for medical 
officers serving in health centers. As in 
other fields of joint aid WHO provides 
the technical advice needed for these 
projects; for training schemes it provides 
visiting professors and other interna- 
tional teaching staff required to start the 
schemes off on a sound basis. 

In the countries which receive help 
from UNICEF, malnutrition is a major 
cause of infant and child mortality, 
stunted growth, mental apathy, and 
One of the most 


weakened resistance. 
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serious problems is that of protein de- 
ficiency of children during the critical 
postweaning and preschool ages. 

For some years UNICEF has been pro- 
viding powdered skim milk for distribu- 
tion through schools and maternal and 
child health centers. This has been made 
possible through the availability to 
UNICEF of surplus milk powder from 
the United States and Canada free of 
charge at the port of exit; UNICEF paid 
the ocean freight. This activity is now 
being considerably reduced because less 
milk is available. UNICEF has also 
aided in the development of milk con- 
servation schemes to stimulate the local 
production of safe milk and make larger 
quantities available to children and nurs- 
ing and pregnant women, particularly 
in the low-income groups. 

In many countries, however, there is 
little hope in the immediate future of 
producing local milk in sufficient quanti- 
ties, and powdered skim milk distribu- 
tion dependent upon the availability of 
surpluses cannot be counted on. 

The assistance of UNICEF, therefore, | 
in cooperation with FAO and WHO, has 
been directed recently into two addi- 
tional channels. One of these, in which 
the Rockefeller Foundation has also been 
a partner, has been to develop for wide- 
spread use presently untapped additional 
sources of high protein which are safe 
for children, can be produced locally and 
distributed at low cost, and will be ac- 
cepted as foods. Included among these 
products are fish flour, soy products, 
peanut flour, cottonseed flour, sesame 
flour, sunflower seed flour, and coconut 
protein. From the developmental work 
already done it is clear this this pro- 
gram will open up substantial new re- 
sources for the improvement of human 
diets in areas where improvement is 
greatly needed, particularly for infants 
and young children in urban areas. 

The other approach, and one which 
is fundamentally of even greater impor- 
tance, is to help villagers make the most 
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of their available and potentially avail- 
able food resources to improve the nu- 
trition of their children. Through the 
expansion of maternal and child health 
services and schools, and through com- 
munity development and agricultural ex- 
tension and home economics extension 
programs, new channels are now being 
opened for teaching to villagers simple 
practical ways of improving nutrition. 
To help the people put these ways into 
practice UNICEF aid is given at the 
same time for school and community 
gardens, fish culture, raising of poultry 
and small animals, and home food pres- 
ervation and storage. UNICEF aid also 
includes training of national staff who 
will plan, supervise, and carry out these 
programs, and nutrition surveys to estab- 
lish the facts on which practical pro- 
grams must be based. 

These, then, aside from relief in emer- 
gencies, are the major ways in which 
UNICEF seeks to improve the health, 
nutrition, and welfare of children. What 
are the major new possibilities which 
appear to be emerging for the future, 
given an increase in material support 
commensurate with opportunities? These 
might be summarized as follows: 


(a) We appear to be at the threshold of a 
number of new medical and technological de- 
velopments in health and nutrition which may 
create possibilities for large-scale practical ap- 
plication in the technologically underdeveloped 
areas, provided that international aid is avail- 


able. 

(b) There will be increasing emphasis on 
training local staff in order to improve the 
quality as well as the quantity of service; 
on programs which have prevention as their 
principal objective; on programs which have 


Mr. 
Nations, New York, N. Y. 


Pate is executive director, United Nations Children’s Fund, United 


an enduring educational effect on the popula- 
tion, particularly the mothers and children, 
and in whose work the people actively partici- 
pate. 

(c) There will be more and more recogni- 
tion that while children have special needs 
requiring special measures, the welfare of the 
child is not divisible into separate compart- 
ments, and that specific measures for health, 
nutrition, and social services of the child 
should be an integral part of broader measures 
for the improvement of family and community 
levels of liying. 

(d) While it is important to save children 
from hunger and disease it is equally impor- 
tant to find ways in the future for international 
aid to contribute to the better intellectual and 
emotional growth of children in order to help 
them grow up to a more productive and worth- 
while life for themselves and the succeeding 
generation. 


I find it difficult to conclude any dis- 
cussion of UNICEF without reference to 
the importance of more adequate fi- 
nancing. The work of UNICEF is basi- 
cally dependent upon annual voluntary 
contributions by governments. Many of 
them, including the United States, which 
has pledged a contribution of $12 mil- 
lion for 1960, have so far been generous. 
In the light, however, of the large un- 
met needs of children, the growing suc- 
cessful experience with the use of 
UNICEF aid by the countries, and the 
more comprehensive planning which 
many governments are undertaking, it 
is clear that there are far larger oppor- 
tunities for effective use of aid through 
UNICEF. Increased resources would not 
only permit pressing forward with pres- 
ent endeavors, but also make possible 
a forward-looking and energetic ap- 
proach toward new and better ways of 
helping children. 


This paper was presented before the Maternal and Child Health Section of 
the American Public Health Association at the Eighty-Seventh Annual Meeting 


in Atlantic City, N. J., on October 22, 1959. 
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HEALTH IN AFRICA 


F. J. C. Cambournac, M.D. (Hon. Fellow, A.P.H.A.) 


| CONSIDER it a great advantage to be 
able to speak to you today about health 
in Africa and, in particular, in the Re- 
gion South of the Sahara, where I have 
spent a great part of my working life. 
It has been my privilege to witness a 
vast and rapid improvement in the 
health conditions of this region, espe- 
cially during the last 20 years or so. 
All those who live in tropical Africa to- 
day, and who have known conditions 
in the past, are able to appreciate the 
extent of the progress made in the field 
of health during this period. Diseases 
which at one time were practically in- 
superable obstacles to the development 
of that part of the world do, of course, 
still exist— such as sleeping sickness, 
malaria, yellow fever, smallpox, yaws, 
and others— but their importance as 
public health problems has dwindled in 
very extensive areas while, in others, 
they have been completely eradicated. 

I know that much remains to be ac- 
complished but, if I lay stress on what 
already has been achieved, it is because 
the special, local conditions of tropical 
Africa are most favorable for diseases 
to flourish and thus create public health 
problems which are, generally speaking, 
much more acute than those of other 
parts of the world. To illustrate the 
point, suffice it to say that sleeping sick- 
ness as it is found in Africa occurs no- 
where else; that malaria there has a 
very complex epidemiology and is trans- 
mitted by the most efficient and danger- 
ous vector found anywhere; that jungle 
yellow fever also has a most complex 
epidemiology in Africa; to say nothing 
of the problems raised by other diseases, 
like onchocerciasis, for example. 


JUNE, 1960 


Pliny, referring to what was com- 
monly said in ancient Greece, wrote: 
“Ex Africa semper aliquid novi,” which 
I freely translate as “Always expect 
something new from Africa.” Time has 
not dimmed the truth of this verity. 

Africa is the land of contrasts. Cli- 
matically, it ranges from eternal snow 
to burning desert heat; two deserts, one 
in: the Northern and the other in the 
Southern Hemisphere, create the limits 
of the true tropical zone. Economically, 
there are still tribes which subsist on 
hunting and close by, modern life hums 
in skyscraper cities and atomic reactors 
already produce energy. Above all, it 
should be remembered that Africa South 
of the Sahara is an immense territory. 
In size, it is about equal to the United 
States, India, and China combined. In 
this vast area of some nine million 
square miles, there live only 145 million 
inhabitants; appreciably less than in the 
United States alone. The distribution of 
this population is most varied and, in 
the main, follows the variations in soil 
fertility and the distribution of disease. 
Apart from the centers of urban con- 
centration, in most areas it is thinly 
scattered through country rugged in the 
extreme and with poor communications, 
especially in desert and semidesert areas. 
Although a number of roads and rail- 
ways run inland from seaports around 
most parts of Africa, there is as yet no 
completely integrated network of road or 
rail transport. Air transport, which has 
come as a great boon to Africa, has 
developed mainly between North and 
South, while East-West connections are 
still scarce. This is a modern illustra- 
tion of the fundamental division be- 
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tween East and West Africa which has 
existed from time immemorial and 
which touches also the epidemiology and 
the distribution of diseases. Add to this 
the extraordinary variety in ethnic 
groupings throughout the region and a 
picture emerges of a continent so com- 
plex that, at first sight, it appears to 
defy generalizations of any kind. 

However, on closer examination, there 
are certain characteristics which are 
common to the region as a whole. For 
one thing, there is an urge toward cul- 
tural development, education, and an 
improvement in living standards on the 
part of the population which is well-nigh 
universal; there is a dynamic of develop- 
ment, an eagerness for knowledge and 
self-improvement which manifests itself 
in an open-minded receptiveness of new 
ideas and practices and which, taken at 
the flood, can lead to tremendous ad- 
vances for Africa. 

Rapid economic development is now 
almost the general rule throughout the 
region, and any progress in the field of 
public health should form an integral 
part of social and economic development 
as a whole. Otherwise, efficient cam- 
paigns against disease might well result 
in population increases outrunning pro- 
ductivity, in which case the evil of dis- 
ease might be replaced by the evils of 
malnutrition and food shortage. 

The most important obstacles to prog- 
ress in the central part of the continent 
of Africa were, in the past, difficulties 
of access to, and the great distances 
from the coastlines; the shortage and 
inadequacy of transport and communica- 
tions, the lack of fertility of soil in many 
areas; adverse climatic conditions; scat- 
tered populations and, above all, the 
high incidence of tropical diseases which 
also account mainly for the low density 
of its population. 

From the public health point of view, 
the impact of climate is twofold: first, 
the limitations imposed by the climatic 
factors themselves on human activities, 
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health, and comfort; and second, the 
extent to which climatic factors, more 
specifically rainfall and temperature, in- 
fluence the epidemiology, the geographi- 
cal distribution, and severity of diseases 
in Man and animals. 

I should like to take this opportunity 
to pay tribute to all those scientists who, 
by their tireless efforts to improve living 
conditions, have made the development 
of these tropical areas possible. Among 
these efforts, it is important to remember 
all the work done to counteract the ef- 
fects of adverse climatic conditions; to 
improve housing and control the growth 
of cities; to correct malnutrition and 
enable populations to partake of ade- 
quate and well balanced diets. a condi- 
tion of which is the storage of food in 
circumstances which preserve its quality 
and purity. Nor should we overlook the 
improvements wrought in environmental 
sanitation or the achievements of agri- 
culture and civil engineering to promote 
land drainage and irrigation. to check 
soil erosion and to create systems of 
communication. And preeminent. among 
these, is the fight against diseases, par- 
ticularly communicable diseases. whose 
control or elimination is a precondition 
of all other forms of improvement. 

In trying to give an account of present 
health conditions and the diseases pres- 
ent in Africa, | have to limit myself to 
a summary since time does not allow 
me to enter into details. Public health 
problems in Africa do not differ very 
greatly from those found in other tropi- 
cal areas, except for certain peculiar 
types of disease, such as sleeping sick- 
ness, which is only to be encountered in 
this continent. 

From the public health point of view, 
the African Region is still largely in the 
stage where eradication of major com- 
municable diseases must be the main 
priority of any well balanced public 
health program. Strengthening of public 
health services everywhere is, of course, 
the main objective and campaigns 
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against specific diseases are organized 
in such a way that they contribute to 
this over-all objective to the largest pos- 
sible extent. 

In spite of the fact that the condi- 
tions under which control campaigns 
against disease have to be carried out 
in Africa are more difficult than else- 
where, very important progress has been 
made there in the field of public health, 
particularly dyring the last ten years, 
due especially to the possibility of using 
modern methods of immunization and 
drugs which did not exist in the past. 

Yellow fever has practically ceased to 
be a menace and only very few cases 
are nowadays encountered in certain 
areas, whereas in the past it was one of 
the greatest dangers to health in the 
region. Mass inoculation campaigns 
either against yellow fever alone, or 
combined with vaccination against small- 
pox, and mosquito control in urban 
areas have reduced the incidence to a 
rarity. 

Smallpox is still present and outbreaks 
still occur, especially in West Africa. 
However, as a result of mass vaccination 
campaigns, it no longer creates havoc 
among entire populations while in many 
areas it has been completely eradicated. 

Trypanosomiasis, despite all efforts 
made to control it and the good results 
obtained in vast areas, remains one of 
the most important health problems of 
Africa. This is particularly true of ani- 
mal trypanosomiasis. By attacking cat- 
tle, this disease deprives African popula- 
tions of meat and milk and it has been, 
without doubt, one of the greatest ob- 
stacles to economic development in many 
parts of the continent. But it is impor- 
tant as a human disease also and de- 
mands a high priority of consideration. 
There are several instances in the his- 
tory of Africa of the devastating effect 
of human trypanosomiasis, which has, on 
occasion, depopulated fertile areas as 
a result of the losses due to the disease 
or of massive migration to escape death. 
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One instance illustrating the damage 
which can be caused by this disease 
occurred in the year 1900, near the 
shores of Lake Victoria, when a popu- 
lation of 300,000 was reduced by two- 
thirds within a few months. It is known 
that climate is an important factor in 
its distribution and there are two dis- 
tinct types of the disease to be encount- 
ered separately in East and West Africa. 

However, the human type of try- 
panosomiasis has been largely brought 
under control in most inhabited areas. 
Due to mass prophylactic campaigns and 
the fight against glossinae, its incidence 
has become negligible over vast stretches 
of the continent. According to statisti- 
cal data published by the Permanent 
Inter-African Bureau for Tsetse and 
Trypanosomiasis, the incidence of try- 
due to T. gambiense 


panosomiasis 
dropped from 1948 to 1956 as follows: 
No. of Cases 
Total Exposed per 10,000 
Population Inhabitants 
1948 77,339,478 6.90 
1956 81,543,974 2.09 


Bilharziasis, also, constitutes an im- 
portant health problem and is one of the 
most widespread diseases in Africa. At- 
tempts are being made in many places 
to reduce its ill effects and intensive 
research is carried out on a large scale. 
Surveys are continually being made but, 
as yet, it is not possible to point to satis- 
factory results in vast areas. 

Onchocerciasis is a disease of consid- 
erable public health importance and is 
estimated to affect some 20 million peo- 
ple, particularly in West Africa. In- 
tensive research is carried out, especially 
in areas where the epidemiology of the 
disease makes its control particularly 
difficult. However, the simulium vector 


has already been completely eradicated 
from areas measuring many thousands 
of square miles. 

Tuberculosis is a very important prob- 
But a con- 


lem for the entire region. 
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siderable expansion has taken place 
recently in antituberculosis work, and 
surveys designed to collect the epidemi- 
ological data indispensable for the or- 
ganization of control campaigns have 
been carried out in very large areas of 
the region. Indeed, it can be said that 
almost all countries and territories in 
the region are now subject to survey by 
government teams or by WHO teams. 
Since similar methods are being used 
in these surveys, a very interesting vista 
has opened up for comparing the data 
In addition, it is worth men- 
tioning that there are several mass 
chemoprophylaxis campaigns already 
under way in Africa. 

In the field of leprosy the picture is 
very encouraging. In the antileprosy 
campaigns now under way, more than 
one million of the estimated total of 
2,300,000 leprosy cases in the African 
Region are now under treatment with 
sulfones, and it is expected that nearly 
all will soon be reached. According to 
experts in this field who met at Brazza- 
ville early this year, the percentage of 
arrested cases is high. The cost of these 
campaigns varies between $2 and $8 per 
patient per annum. At the present rate 
of progress, it is probably not too much 
to hope that the present generation in 
Africa will be the last to undergo this 
terrible affliction. 

Malaria continues to be one of the 
most important health problems where 
it is estimated that a population of 116 
million is at risk. Owing to a certain 
degree of immunity acquired in early 
childhood among this population, ma- 
laria mortality mainly affects children. 
Generally speaking, urban and suburban 
areas in Africa are mostly free from 
malaria, as well as some rural areas, and 
it is of course in the latter that the 
malaria problem is present in its most 
acute form. In many cases it has been 
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proved that residual spraying with in- 
suffice com- 
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secticides alone did not 
pletely to interrupt transmission. 
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ever, considerable progress has been 
made in the study of the technical dif- 
ficulties encountered in the effort to 
break the transmission, in the areas of 
Africa where those special circumstances 
occur. As against this, in other areas 
antimalaria campaigns have produced 
very encouraging results and special 
mention should be made of those ob- 
tained in efforts to interrupt transmis- 
sion in the equatorial forest areas 
(Liberia and Cameroons, for instance). 

Summing up the situation, it is pos- 
sible to say that the results already ob- 
tained give rise to the hope that it will 
very soon be possible to establish the 
exact methods, or combination of meth- 
ods, which will permit malaria eradica- 
tion in any particular area of the Afri- 
can Region. 

On the other hand, in certain zones 
such as the South Cameroons, in some 
parts of the Union of South Africa, 
Swaziland, in the Federation of Rhodesia 
and Nyasaland, and Mauritius, the sur- 
veillance stage of malaria eradication 
campaigns has already been reached; in 
yet other areas, large-scale eradication 
campaigns are under way, as for instance, 
in certain parts of the Federation of 
Rhodesia and Nyasaland, the Union of 
South Africa, Mozambique, Bechuana- 
land, and Zanzibar. According to local 
epidemiological conditions, eradication 
campaigns are based on the use of in- 
secticides, complemented by antimalarial 
drugs distributed in mass prophylactic 
campaigns, to complete the action of the 
insecticides, where the latter cannot by 
themselves achieve complete interruption 
of transmission. Additionally, drugs are 
used in certain areas to attempt to 
shorten the duration of malaria eradica- 
tion campaigns. 

Technically speaking, the difficulties 
encountered are related especially to the 
peculiar behavior of anopheline vectors, 
or the development of resistance by 
Anopheles gambiae to insecticides of the 


Dieldrin-BHC-Chlordane group. How- 
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ever, no case of resistance against DDT 
on the part of any anopheline species 
has as yet been recorded from any part 
of the African Region. The choice of 
method, or combination of methods, used 
in malaria eradication campaigns is, in 
the circumstances, based upon the results 
of thorough, pre-eradication epidemi- 
ological surveys, especially made to study 
the behavior of the anopheline vector 
and its degree of sensitivity to the insec- 
ticides to be utilized. 

There are indeed various sectors in 
the far-flung battle line against disease 
in Africa where the enemy is in full 
retreat. A massive campaign against 
yaws, which has now been under way 
for some years, has already reached 17 
million people examined, of whom more 
than eight million have received the re- 
quired treatment. This has brought the 
eradication of yaws within sight, among 
others, in Liberia, Ghana, and Nigeria— 
where it no longer constitutes an im- 
portant public health problem. And in 
this connection I should like to tell you 
of a most encouraging development 
which has taken place in Nigeria. As 
the mass campaign against yaws in that 
country reached the integration stage, 
a spontaneous movement among the 
population of certain regions resulted in 
the raising of voluntary contributions to 
develop and maintain rural health cen- 
ters to deal not only with the remnant 
of the yaws problem but also to watch 
over the general well-being of the peo- 
ple. Here is a well-nigh perfect instance 
of one of the fundamental principles of 
WHO, as defined in its Constitution in 
process of application. I quote: “In- 
formed opinion and active cooperation 
on the part of the public are of the 
utmost importance in the improvement 
of the health of the people.” 

To sum up, the progress already made 
indicates clearly that yaws is one of the 
diseases which will be eradicated from 
Africa in the near future. 

The fight against other treponemato- 
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ses, such as endemic syphilis, has. also 
met with encouraging results, for in- 
stance, in Bechuanaland. 

Many other diseases could, if time al- 
lowed, also be mentioned which are of 
public health importance in Africa, such 
as, among others, virus diseases, helmin- 
thiases, and diseases due to protozoa 
not already referred to. However, I 
believe that the summary thus far pre- 
sented gives at least an indication of 
the present situation regarding the most 
important and widespread diseases in 
the African Region. 

The fight against tropical diseases has, 
during the last ten years, been charac- 
terized by the search for methods to 
apply the most recent scientific dis- 
coveries on a mass basis, such as those 
in the field of immunization, of chemo- 
prophylaxis, and the use of insecticides 
against diseases which, in the past ren- 
dered vast areas of tropical countries 
uninhabitable. But this application of 
modern methods on a mass scale requires 
a complete knowledge of the epidemi- 
ology of the diseases concerned, as well 
as a faultless system of “logistics” de- 
signed to achieve the utmost possible 
effect within the limitations imposed by 
the time factor as well as the availability 
of funds. 

Any résumé of present public health 
problems in Africa would be incomplete 
without a reference to the developments 
which have taken place in what can be 
called the basic public health services, 
as well as nutrition. In this latter case 
much remains to be done but important 
developments have already taken place 
especially as a result of the interest of 
governments in the training of personnel 
to work in this field. 

Maternal and child health, as well as 


nursing services, have also been con- 


siderably developed in recent years and, 
here again, training of personnel has 


‘proved the greatest need and has been 


strongly emphasized. 
In environmental sanitation important 
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developments have taken place, such as 
the provision in rural areas of water 
supplies and of latrines which, in recent 
years, have been constructed by hun- 
dreds of thousands in some places. While 
this is so, and while it is also true that 
many water-borne diseases have disap- 
peared from many cities and some rural 
areas, | can only say that much remains 
to be done in these fields. Although 
great efforts have been made by the pub- 
lic health authorities concerned, it must 
be recognized that there is still a long 
way to go before it can be claimed that 
health conditions all over Africa can 
compare favorably with those areas 
where standards are high and where 
communicable diseases generally have 
ceased to be important public health 
problems. And, furthermore, the task 
is made at once more difficult and more 
vitally important by the tremendous eco- 
nomic development which is now taking 
place in most parts of this vast con- 
tinent. Public health authorities in 
Africa must be ever on the alert lest 
economic expansion produce fresh health 
hazards; in fact, they have to insist that 
health considerations are adequately rec- 
ognized in the earliest planning stages 
of all economic developments. 

During the technical discussions held 
by the WHO Regional Committee at its 
meeting at Nairobi, Kenya, last Septem- 
ber. on the subject of “Medical aspects 
of urbanization in Africa South of the 
Sahara.” it clearly emerged that public 
health authorities all over Africa are 
alive to the fact that, among all forms 
of economic expansion, it is precisely 
urban development which contains the 
greatest potential health risks. 

Nor should the social aspects be over- 
looked. It should be recognized that 
the rapid formation of large aggrega- 
tions of urban and industrial populations 
creates problems over and above those 
of housing, sanitation and the provision 
of health services, particularly when 
such populations undergo a_ sudden 


transformation from tribal to urban and 
industrial patterns of society. The hope 
was expressed that the considerable body 
of knowledge contained in the present 
state of the medical and social sciences 
could be adequately brought to bear to 
guide this development. 

All that which has already been 
achieved in Africa has been due to the 
tremendous efforts made by governments 
and their health services, either alone 
or in cooperation with international or- 
ganizations, and is an indication and 
augury of the great interest they have 
in the subject. At this point the ques- 
tion may arise: “What exactly is WHO 
trying to do?” 

WHO is trying to help governments 
to help themselves in their efforts to im- 
prove health conditions in the African 
Region. Sometimes WHO is the only 
international agency which affords as- 
sistance and, on other occasions, it does 
so in cooperation with other interna- 
tional organizations. An indication of 
the extent to which this kind of assist- 
ance is appreciated and sought after, 
by governments, is the fact that the 
number of projects in the Program and 
Budget Estimates submitted to the WHO 
Regional Committee for Africa has risen 
from 36 in 1954 to 292 in 1959. 

In planning its activities, the WHO 
Regional Office for Africa closely ad- 
heres to the principle that, since progress 
in the field of public health has created 
the opportunity for social and economic 
advance, such advance must follow in 
order not to create an unbalance in the 
social and economic structure. 

The assistance given to countries and 
territories of the region consists largely 
of practical help in the organizing, de- 
veloping, and coordinating of surveys 
and campaigns against communicable 
diseases, as well as work in the field of 
nutrition. Increasing stress has been 
laid on the creation and development 
of an extensive network of national 
health services capable of absorbing 
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and administering the special services 
launched to deal with specific problems. 
Also, increasing importance is given to 
the organizing of basic public health 
services in conformity with the policy 
laid down by the World Health Organ- 
ization. 

Furthermore, the creation and devel- 
opment of rural health centers and dis- 
pensaries operating under their control, 
when added to the already existing net- 
work of health services, greatly enhance 
a country’s capacity to improve the 
health of its people, as well as serve as 
training grounds for medical personnel, 
particularly auxiliary personnel. These 
rural health centers are extremely useful 
in the consolidation, integration, and 
surveillance phases of campaigns against 
specific diseases. 

Such developments, of course, call for 
greatly increased staff and, in its pro- 
gram for the African Region, high 
priority has been given by WHO to the 
training and instruction of personnel, as 
the best means of reinforcing and de- 
veloping existing health services. Also, 
ready and whole-hearted cooperation on 
the part of the people is essential if 
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health services are to function effectively 
and, for this reason, considerable atten- 
tion is paid to the subject of Health 
Education of the Public, while, at the 
same time, a special effort is made to 
obtain the support of well informed pub- 
lic opinion. 

Africa is indeed developing rapidly. 
I have tried to indicate that the state 
of public health in Africa has exercised 
a profound influence on the state of de- 
velopment in other spheres. While the 
rate of progress is so rapid in most of 
these, particularly in economic develop- 
ment, production of electric power and 
communications, one can be confident 
that standards of health and living will 
continue to improve at the same pace. 
It is precisely the improvement in com- 
munications and _ transport facilities 
which makes it possible to spread mod- 
ern medicine and modern methods of 
public health administration into areas 
hitherto difficult to reach. And, con- 
sidering the great urge toward self- 
improvement on the part of the people 
of Africa, even more rapid development 
can be expected to take place in the 
future. 


Dr. Cambournac is director, World Health Organization Regional Office for 
Africa, Brazzaville, Republic of the Congo. 

This paper was presented before the International Health Alumni Luncheon 
Session at the Eighty-Seventh Annual Meeting in Atlantic City, N. J., on 
October 22, 1959. 
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RECENT DEVELOPMENTS IN MATERNAL AND CHILD 


HEALTH IN THE AMERICAS 


Abraham Horwitz, M.D., M.P.H. 


| pag REPORT gives recent developments 
in the field of maternal and child 
health with respect to the countries of 
the Americas. In this continent the im- 
provement of maternal and child health 
is of great concern to those dealing with 
health services to the population. Knowl- 
edge of these problems has been ex- 
tended through the development of statis- 
tical data on health conditions for the 
hemisphere. The Pan American Sani- 
tary Code and the Constitution of the 
Pan American Health Organization pro- 
vide for the exchange of information re- 
garding the prevention of disease and 
the preservation of health in the Western 
Hemisphere. For the Pan American 
Sanitary Conferences, which are held 
every four years, the member states have 
provided reports on health conditions in 
their respective countries during the pre- 
ceding four years, and for the last two 
conferences summaries’ of these re- 
ports were released. 

Rather than enter into detail regard- 
ing specific programs in countries, an 
over-all view of maternal and child 
health problems will be presented, utiliz- 
ing the information provided by the 
countries as well as that provided 
through projects in which governments 
are collaborating. In referring to the 
latter, the activities are included both 
of the Pan American Health Organiza- 
tion and of the World Health Organiza- 
tion which in this region operate as one 
organization serving the governments of 
the Americas. In viewing the problems, 
it should be fully recognized that there 
are weaknesses and deficiencies of the 
data. In concentrating on problems of 


infancy and early childhood, it must be 
noted that their solutions depend on the 
broad program for socioeconomic de- 
velopment as well as on the specific 
health program. 


Health Problems in Infancy and 
Early Childhood 


The countries of the Americas, ex- 
cluding the United States and Canada, 
have essentially young populations, with 
approximately 40 per cent of the popula- 
tion under 15 years of age. Birth rates 
are high and in many countries exceed 
40 per 1,000 population—a major factor 
for rapid population growth in those 
areas. 

Death rates in infancy and early child- 
hood are high. For 1956, infant death 
rates in Latin American countries exceed 
100 per 1,000 live births in six countries 
and in all others are between 50 and 
100, and perhaps if registration were 
complete vould be even higher. 

It is particularly in early childhood 
(the age period from one to four years} 
that wide differences are seen among 
the countries of the Americas. This is 
the age period with a low death rate of 
1.1 per 1,000 population in the United 
States. However, in many countries of 
the Americas the death rate is much 
higher; in all except two of those with 
accurate data available it was over eight 
times as high, and in one country it was 
nearly 40 times as high. To illustrate 
the situation, data for the United States, 
Canada, and six Latin American coun- 
tries will be used. The six countries 
were selected because of availability of 
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relatively reliable data. Figure 1 (in 
the right section) shows that death rates 
for the age period from one to four years 
for five of the seven countries are many 
times the rates in the United States. In 
contrast, in infancy the rates for the 
same five countries are only two to four 
times those in the United States. 

In the age period from one to four 
years, deaths are principally the result 
of environmental conditions and are due 
to causes for which there are control 
measures. This situation can be illus- 
trated (Figure 2) by the five principal 
causes of death in the same countries 
arranged in geographical order from 
Canada in the northern to Argentina in 
the southern end. In Canada and the 
United States the rates from the lead- 
ing causes which include accidents, con- 
genital malformations, and malignant 
neoplasms are very low; these are essen- 
tially causes that are difficult to control. 
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In contrast, the death rates in Mexico, 
Guatemala, Venezuela, Colombia, and 
Chile are much higher, and the leading 
causes are essentially infectious diseases 
or nutritional deficiency. 

Of these the two more important 
causes are gastrointestinal diseases and 
respiratory diseases. Although these 
data have serious defects, the differences 
in the size of the rates as well as in 
the leading causes convey a picture of 
highly different conditions. The gen- 
eral experience in Latin America is that 
diarrheal disease is continuing to cause 
exceedingly high death rates in this age 
period (and of course much higher rates 
in infancy), whereas in countries with 
low death rates, as the United States, it 
has nearly disappeared as a leading. 
cause of death. 

The other group of causes to which 
attention is directed is avitaminoses and 
other metabolic diseases which appear 
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Figure 2—First Five Principal Causes of Death per 100,000 Population in Age Group 


in three countries as one of the five 
principal causes of death. Experience 
in the last ten years has pointed to the 
tremendous importance of nutritional 
problems in children under five years, 
particularly protein malnutrition. Prob- 
ably the greatest weakness of the data 
is that the classification and tabulations 
are made in such a way that this prob- 
lem is usually concealed. In addition, 
those making the diagnosis seldom 
specify this condition on the death cer- 
tificate. In the last ten years, nutri- 
tion workers and health personnel have 
been sensitized to the importance of this 
group which includes as its major com- 
ponent protein malnutrition. Even in 
the three countries in which avitamin- 
oses and other metabolic diseases appear 
as a leading cause of death the exact 
size of the problem is not reflected. 
Greater recognition is needed in the 
“International Classification of Diseases” 


One to Four Years, in Eight Countries of the Americas, 1956 


of the single entity of protein malnutri- 
tion, termed Sindrome pluricarencial 
infantil in Latin America and kwashi- 
orkor in other parts of the world. 

In countries where death certificates 
are frequently nonmedically certified. 
certain terms are being used for the 
cause of death that do not reflect the 
existing problem. For example, it has 
been found that helminths are being 
stated to be a common cause of death. 
The Institute of Nutrition of Central 
America and Panama (INCAP) has 
published the results of a retrospective 
analysis® on causes of death of children 
under five years of age, which showed 
that a large proportion of the deaths 
stated to be due to helminths were due 
to protein malnutrition and to gastro- 
intestinal diseases. In this connection 
further studies are being made at INCAP 
of the interrelationship between mal- 
nutrition and infectious diseases of 


VOL. 50, NO. 6, A.J.P.H. 


1,000 
600 7 
400 
33 
. 
200 
7 
le 4, 4, 
CANADA 
: 
ol 
4. 
22 


childhood and particularly of diarrheal 
diseases. The elaboration of this point 
was for the general purpose of bringing 
out some material which indicates that 
nutritional deficiencies and especially 
protein malnutrition are important 
direct and indirect causes of death in 
early childhood. 


Economic Cycle of Disease 


These major causes of death find their 
root in defects of the environment. It 
is obvious that they are the result of de- 
ficiencies in health and medical services. 
However, they are equally the result of 
grave deficiencies in the over-all socio- 
economic situation of which health is a 
major and inseparable part. 

In general, while it is true that nutri- 
tional deficiencies are often the result of 
lack of education of families and com- 
munities to the importance of proper 
utilization of nutrients, they are also 
due to the unavailability of food supplies 
either through low production or pur- 
chasing power. The economic cycle of 
disease shows schematically in Figure 3 
the possible interrelationship of nutrition 
and other factors. 

The relation between health and pro- 
duction is well recognized. Low produc- 
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Figure 3—The Economic Cycle of Dis- 
ease 
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tion of goods and services means inade- 
quate wages and these in turn lead to 
deficient diets, meager education, and 
inadequate housing. These factors help 
to breed diseases and as a result lower 
human energy. Treatment of disease re- 
quires high investment in medical care, 
leaving little for expenditures for pre- 
ventive medicine and health work. With 
the lack of application of preventive 
measures, diseases continue to spread or 
develop. Thus production of goods and 
services is low wherever illness and 
death rates are high. The vicious cycle 
of disease and poverty continues and 
even attains greater force. Health 
workers are striving to break this 
vicious cycle by cutting out disease. 
Malaria is an example of a disease 
which, because of its debilitating effect 
on the population, keeps the vicious 
cycle going. Its eradication will be a 
tremendous step forward in many 
countries of the Americas. The result- 
ing improvement in economic conditions 
should help considerably toward greater 
productivity, higher incomes, improved 
nutrition, education, and housing. 

The problem of the interrelationship 
of socioeconomic conditions and health 
is illustrated through the presentation of 
information regarding four variables: 
percentage of the population that is 
literate; percentage of the population 
served by water supply systems; per 
capita consumption of animal protein 
per day; and per capita income. These 
data are shown in Figure 1 (in the left 
section) and Table 1 for the same coun- 
tries presented earlier. These values 
may be viewed in relation to mortality 
in infancy and early childhood. All are 
expressed as ratios to the values for the 
United States. 

As pointed out earlier, the death rates 
in early childhood, that is from one to 
four years, are believed to give a fairly 
good index of the size of the disease 
problem for study in relation to the 
socioeconomic situation. Registration of 
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Table 1—Death Rates in Infancy and Early Childhood in 1956 and Measures of Socio- 
economic Development in Eight Countries with Ratios to Corresponding United 


States Values 


Per cent 
Literate of 
Pepulation 

15 Years 

and Over 


Death Rates* 
t Years 1 Year 


Country l 


United States 
Canada 
Argentina 
Chile 
Venezuela 
Mexico 

( olombia 
Guatemala 


United States 
Canada 
Argentina 

( hile 
Venezuela 
Mexico 
Colombia 
Guatemala 


bo to 


fo 


Values 
National 
Income 
Per Capita 
(U. S. 
Dollars) 


Consumption 
of Animal 
Protein Per 
Capita (gm 
Per Day) 


Per cent of 

Population 

with Water 
Service? 


97.5 2,126 
97. 


1.00 
0.95 
0.86 
0.42 
0.35 
0.20 
0.39 
0.18 


Sources: PASB, 
UN, Report on the World Social Situation, 1957. 

, Statistical Yearbook, 1958. 

. Second World Food Survey, 1952. 

, Sindrome Policarencial Infantil (Kwashiorkor) and Its Prevention in Central America, 


. Production Yearbook, 1958. 


* Deaths per 1,000 population in age group one to four years; 
? Water service is considered to be present in houses which have a connection to a piped water supply; 


Guatemala are estimated. 


1946-1949. 


deaths for this age period is more nearly 
complete than in infancy, and thus death 
rates are more comparable. In Figure 1 
it is seen that as death rates in this 
group of countries increase, income, pro- 
tein consumption, sanitation, and _lit- 
eracy show a decrease; to be sure, there 
are a few exceptions. There are obvious 
difficulties in relating measures of socio- 
economic development to mortality. 
However, these data give presumptive 
evidence of a possible interrelationship. 
In considering maternal and child health, 
these data indicate that these factors as 
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1954. 


deaths under one year per 1,000 live births. 
data for 


well as medical and health services need 
to be faced. 

The situation in Chile in the last ten 
years emphasizes the need for considera- 
tion of more than the health and medi- 
cal services. Beginning in 1953, cura- 
tive and preventive services were com- 
bined and extended in the National 
Health Service. For example, the per- 
centage of births occurring in hospitals 
(maternidades) increased from 37 in 
1950 to 56 in 1958; the consultations for 
children increased from slightly less 


than one million in 1950 to 2,400,000 in 
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1958; and the discharges of children 
from hospitals showed large increases. 
During this period there has been a 
tremendous inflation, with the cost of 
living increasing more than salaries. 
Also unemployment increased and con- 
struction of houses decreased. In the 
period 1952-1958 the infant death rate 
and the death rate for children from one 
to four years stayed relatively constant; 
in 1958 the rates were 122.7 per 1,000 
live births (less than one year) and 11.8 
per 1.000 population (from one to four 
years). Thus the advantages of treat- 
ment and medical care did not appear 
to be sufficient to reduce mortality at a 
time of unfavorable economic conditions. 

This observation corroborates the be- 
lief that health is related to socio- 
economic conditions and that progress 
cannot be fully achieved without con- 
comitant improvement in general condi- 
tions. The reduction of death rates in 
childhood in many countries of the 
Americas to the level attained in the 
United States will depend on a multiple 
approach to improve socioeconomic as 
well as health conditions. 


Maternal and Child Health Activities 
in Health Programs 


A program of maternal and child 
health must be approached both in terms 
of the many factors involved in improve- 
ment of the socioeconomic conditions 
and in terms of integration of curative 
and preventive medicine, extending be- 
yond specific activities of care of the 
mother and child. The data have demon- 
strated that many important health 
services have a major influence on the 
reduction of illness and death in child- 
hood, particularly the control of com- 
municable diseases and the development 
of sanitation. For this reason the policy 
of the organization is to promote the de- 
velopment of maternal and child health 
as an integral part of the basic health 
program in projects for integrated health 
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services. In these projects the organiza- 
tion has promoted the establishment or 
extension of, administrative units for 
maternal and child health within the na- 
tional health services and the systematic 
development of maternal and child 
health as part of local health services. 

In 14 countries the organization is 
engaged in the promotion of such activi-_ 
ties, and assistance is planned for 
another project to begin in 1959 and 
two more in 1960 bringing to 17 the 
number of these projects (Figure 4). 
The organization has, at the request of 
the governments, provided teams of in- 
ternational personnel composed of public 
health administrators, public health 
nurses, sanitary engineers and other 
sanitation personnel and at times other 
specialized personnel. The principal 
fields of emphasis within health services 
are maternal and child health, com- 
municable disease control, and sanita- 
tion. One of the important contributions 
of these projects is the development of 
training programs for inservice educa- 
tion of personnel. In fact, in 1958, 452 
persons received such training. These 
programs are developed as joint efforts 
of the government, the organization, and 
UNICEF with the latter providing sup- 
plies and equipment. In addition to 
the training provided within projects, 
fellowships are given for the national 
staff for study abroad. 

In the maternal and child health 
phase of these projects a systematic 
effort has been made for the establish- 
ment of maternity care programs and 
services for infants and _preschool-age 
children that serve as a framework for 
their extension throughout the country. 
However, the program of the organiza- 
tion is being analyzed currently, for em- 
phasis must be placed on_ practical 
measures that will more effectively and 
more rapidly combat the major causes 
of illness and death in childhood. In 
the immediate future it is hoped more 
attention will be focused, within the 
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maternal and child health services, on 
the promotion of activities against 
diarrheal disease and on the development 
of strong nutrition programs, with 
special attention to feeding practices of 
children under five years. 


Because of the importance of diar- 
rheal disease and our belief that there 
are possibilities of establishing efficient 
methods of attack, great attention has 
been given to this problem in the last 
few years. The organization has held 
intercountry seminars,* and there have 
been discussion groups within the coun- 
tries. More recently headquarters of 
WHO has called attention to this prob- 
lem on a world basis through a study 
group and is planning assistance to 
countries through interprofessional 
teams for consultation and program 
planning. In the Americas, provision is 
made for similar consultation, particu- 
larly with reference to improvement of 
maternal and child health activities. One 
of the keystones of a program to com- 
bat gastrointestinal disease is the estab- 
lishment of water supplies to provide 
water to families and communities for 
personal hygiene. A major expansion 
in the full-scale concerted promotion of 
water supplies is now planned. Such 
a program would include water supplies 
in the homes in urban communities with 
populations as low as 2,000. The de- 
velopment of this is now one of the fields 
of activity for which the organization is 
seeking financial support. 

In the field of nutrition the organiza- 
tion is extending assistance in the nutri- 
tion programs of Latin American coun- 
tries. Furthermore the Institute of 
Nutrition of Central America and Pa- 
nama (INCAP) is expanding its work 
in the field of applied nutrition and is 
rendering assistance in member coun- 
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tries. Its research is being increasingly 
oriented to the most fundamental prob- 
lems of the Central American countries 
and Panama. In its investigations the 
institute has been searching for prac- 
tical measures to prevent protein malnu- 
trition and other nutritional deficiencies 
inchildren. These included studies on the 
biological value of certain new sources 
of protein which can be used in sup- 
plementary child feeding, studies on the 
biological value and protein deficiencies 
encountered in foods currently used as 
sources of protein, and studies on vita- 
min A metabolism. In this field the or- 
ganization has the collaboration of FAO 
and other UN agencies. 

In conclusion, consideration of the 
problems of childhood corroborates the 
belief that the maternal and child health 
program cannot stand isolated but needs 
the strong support of other basic health 
programs in which emphasis is placed 
on sanitation and the control of com- 
municable disease. Furthermore, the 
analysis of child health problems indi- 
cates that for the Latin American coun- 
tries health services, which include those 
of maternal and child health, need to be 
expanded as part of the general pro- 
gram for community development. The 
Pan American Sanitary Bureau is, there- 
fore, endeavoring to emphasize the de- 
velopment of health services as part of 
a broad program for socioeconomic de- 
velopment of the Americas. 
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T. F. Fox, M.D. 


OLD CHiNese proverb, which I have 
A made up for the occasion, says: “For 
preparing a cup of tea, a single kettle 
of water is as convenient as the Yangtse 
River in flood.” My knowledge of China 
is little: I was there only a month, and 
that was two years ago. But I was there 
at a crucial point in what may prove to 
be the world’s biggest revolution; and 
perhaps my kettleful of information will 
suffice for a short talk. 


The Two Wests 


This great revolution, we should re- 
member, is of Western origin. When 
the Communists took power in 1949, 
many millions of Chinese were already 
familiar both with Western materialism 

which brought them some of the mis- 
eries as well as some of the blessings of 
our own Industrial Revolution—and also 
with Western idealism, which brought 
them the unselfish help in schools and 
hospitals and universities which Dr. 
Grant recalls. The Communists certainly 
did not liberate their country from West- 
ern ideas. But they superseded Colonial 
capitalism by a different form of West- 
ern materialism imported from Russia, 
and they superseded missionary Chris- 
tianity by a different form of Western 
idealism, also from the Soviet Union. 
Thus the Chinese got Western teaching 
first from overseas and second from 
Russia overland. And in each form it 
had to contend or mix with beliefs al- 
ready ingrained in the Chinese for thou- 
sands of years. 


MEDICAL CARE IN CHINA TODAY 


Three Sources of Medicine 


The conflict and mixture are well seen 
in medicine. Mainland China still has 
some 370,000 practitioners of traditional 
medicine, which is almost wholly East- 
ern. These people, corresponding roughly 
to medieval apothecaries and herbalists 
and barber surgeons, use a vast number 
of old drugs and have developed special- 
ized methods of treatment, including 
splinting for injuries, elaborate needling 
(acupuncture), and cupping. Many of 
them are talented doctors; but their 
patients get no benefit whatever from 
modern science. In contrast to them, 
representing science and Western prac- 
tice, stand some 75,000 doctors who have 
qualified from a medical school. But 
even these Westernized doctors are to 
some extent divided. Those educated 
before 1949—either abroad or in schools 
established in China by Americans, Ger- 
mans, French, and British—mostly think 
of themselves as belonging to the same 
medical world as ourselves. The younger 
doctors, on the other hand, who have 
been mass-produced on the Russian plan, 
are less likely to think internationally. 
Their elite are exposed to unceasing 
political instruction which prevents sci- 
entific detachment, while their rank and 
file, getting only a five-year medical 
course with a large political component, 
must increasingly resemble the ordinary 
Russian doctor—who is trained to do his 
job conscientiously, at a relatively ele- 
mentary level, without asking questions. 

Medical science still derives much of 
its inspiration from America and western 
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Europe; and the hospital libraries are 
surprisingly well supplied with our jour- 
nals. But the organization of medical 
schools, of medical research, of preven- 
tive medicine, and of medical care is 
largely on the Russian model. 


Transition in Medical Practice 


The history of the Communist revolu- 
tion in Russia and China presents a con- 
trast. The Russians in 1918 went im- 
mediately to extremes, from which they 
had to retreat—so much so that their 
present set-up would shock the old Bol- 
sheviks profoundly! The Chinese Com- 
munists proceeded cautiously at first: 
for instance, they often let the small 
capitalist carry on his business, on 
terms; and they allowed other political 
parties to remain in being, provided they 
were helpful. Judging by recent devel- 
opments, the Chinese leaders, unlike the 
Russian, really are resolved to create 
a Communist society as soon as they 
can; but to the outsider the compromises 
are still very striking. 

I have said that medical care is largely 
on the Russian model; but, as visitors 
from Darkest England, we were startled 
to find that patients (except in privileged 
groups) still have to pay fees — very 
small fees, admittedly, for just seeing 
the doctor, but quite substantial ones for 
drugs or x-rays or operations. Often no 
money means no investigations, or no 
treatment. We had almost forgotten this 
could happen. But of course the reason 
is plain. If all the ill people in China 
could demand, as a right, anything ap- 
proaching modern medical care, the doc- 
tors would be utterly overwhelmed. 

Fees will be abolished gradually. Al- 
ready the privileged groups — govern- 
ment employees, students, and industrial 
workers—do not pay at all, their fami- 
lies pay only half. As industry develops, 
fewer and fewer people will pay directly 
for their medical care. In the country- 


side, medical care will no doubt be free 
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to all the members of the new communes. 

Another surprise was to find private 
practice going on, though under munici- 
pal regulation. Sometimes, as in a group 
practice in Shanghai. the regulation was 
very slight: the scale of fees required 
approval, but otherwise the dozen doc- 
tors we saw practicing minor specialties 
in a large old European house were run- 
ning their own affairs much as they 
would run them here. 

The next stage in public control was 
seen in another so-called private prac- 
tice, in Peking, which was working 
under close supervision by the district 
health office. The dozen doctors—several 
of them traditional—were building up 
their medical center out of their own 
incomes, helped by government loans. 
We admired their altruism. 

A further stage in the evolution of 
medical care was seen in a Manchurian 
city where private group practice had 
already been abolished, and patients go 
to municipal health centers. The center 
we visited had 16 doctors, with nurses 
and other staff. The doctors paid home 
calls—by bicycle—and one of them was 
on duty each night. But their center 
was coming to resemble the kind of 
policlinic one finds in a Russian city, 
where the doctors keep to office hours. 

The municipal medical center which 
I personally liked best as a model for 
future general practice was in a new 
housing development near Shanghai. 
where 4,000 families had lately been 
rehoused. It has five doctors, nine nurses, 
four midwives, two pharmacists, a tech- 
nician, and five secretaries. Besides 
treating the 250 patients who come each 
day, the five doctors are medically re- 
sponsible for two primary schools and 
a kindergarten. The development con- 
sists of three so-called villages; and, 
though a patient cannot be sure of see- 
ing any particular doctor when he visits 
the center, when he is seriously ill at 
home he will be attended by the doctor 
and nurses assigned to his village. 
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Nearly all the babies born in the develop- 
ment (two or three daily) are delivered 
in the six beds at the center; prenatal 
work includes classes, in the Russian 
manner, preparing the woman for what 
is hopefully called “painless labor” with- 
out analgesics; and both mother and 
baby are followed up—well babies being 
brought to the center at six weeks, six 
months, and a year. Records are good 
and improving; the doctors go to lec- 
tures at Shanghai hospitals; and they 
keep in touch with the hospitals by tele- 
phone, receiving reports on patients as 
soon as these are discharged. I asked 
the director whether he meant to leave 
this work and pass on to something else. 
He said it was a new kind of work with 
a very wide range, which he found very 
interesting; and he hoped to go on with 
it. [ was not surprised. 

Though general practitioners of the 
old school still survive, the modern- 
trained doctor in China, like his counter- 
part in Russia, reckons to work always 
as one of a group, in which he has a 
specialized part to play. The truly gen- 
eral practitioner is considered an ana- 
chronism: all Russian doctors are more 
or less specialists; and even the smallest 
medical centers—a village hospital with 
15 beds for example—will have a team 
of several kinds—say, an internist, a 
pediatrician, a gynecologist, and a sur- 
geon. Probably the Chinese, too, think 
such teams ideal; but, since they now 
say they have 170,000 county hospitals, 
and there are only about 75,000 modern- 
trained doctors in the whole country, 
even most of the small hospital staffs 
must at present consist of traditional 
practitioners, 


Hospitals and Homes 


So far I have been talking about what 
the Chinese call primary medical care, 
which includes all that we call general 
practice. It may, as I have said, be 
given by a traditional doctor, by a pri- 


vate or semiprivate group, or by a 
municipal clinic; or it may be given at 
the outpatient department of a hospital 
or at some sort of special clinic—for 
example, for the tuberculous. or for 
mothers and children. Wherever given, 
this primary medical care is the respon- 
sibility of the municipal authorities. 

The big cities are divided into dis- 
tricts of some 250,000 to 400.000. in- 
habitants; and each district has a peo- 
ple’s council with a district health office 
directed by doctors. Besides primary 
medical care, the district council and 
health office are responsible for public 
health and also for secondary medical 
care—that is to say, for district hospi- 
tals. The district probably has a couple 
of general hospitals with anything up to 
250 beds in each; and it also has an 
epidemiological station in the Russian 
manner—a sort of public health labora- 
tory and center for immunization and 
hygiene campaigns. 

A city district corresponds in status 
to a county. The three great cities, 
Peking. Shanghai, and Tientsin. rate as 
provinces. 

The district hospitals, like many mu- 
nicipal hospitals elsewhere, are mostly 
old, overcrowded, and hard-pressed. 
(One limiting factor is the usual short- 
age of nurses. And in China. as else- 
where, the nursing curriculum seemed 
to be too ambitious and theoretical. The 
upgrading of everybody is apparently 
a cosmic phenomenon.) But the 
Shanghai suburbs we saw a new inex- 
pensive hospital, with 110 beds. which 
provided good conditions of work and 
was confidently tackling almost every- 
thing. It referred only neurosurgery to 
a higher level. 

This higher, or third, level consists of 
the hospitals run directly by a city, by 
a province, by a medical college. or by 
the central government itself. Mostly it 
is these top-level hospitals that do the 
specialized work; and those in Peking 
include a fine new children’s hospital 
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with 600 beds. Looking at such a place 
one reflects that. whether in Britain, in 
China, or in America, we are all trying 
to do the same things, often by the same 
methods, 

But the circumstances of the Chinese 
are of course generally far inferior. De- 
spite some new buildings, the hospitals 
are quite insufficient. Two years ago 
the three million people of Peking had 
only about 11.000 beds. and the six and 
a half million people of Shanghai about 
17.000. 

Similarly. though there is much re- 
building, nearly all families still have 
to live in conditions that would appall 
us. Even in the new housing develop- 
ment outside Shanghai which I men- 
tioned, only families of six or more 
qualified for a large room; and the five 
housewives living on each staircase 
shared a kitchen, though each had her 
own little stove. But in such a com- 
munity there is certainly life. in which 
everybody. willy-nilly, participates. Old 
people in China are far less likely to 
feel lonely and neglected. Perhaps our 
British love of getting-away-from-other- 
people, and shutting the door, is path- 
ological. You Americans do not seem 
to have it so much, I notice. 


Down to the Grass Roots 


And now I come to what may interest 
you most perhaps—the success of the 
Chinese in preventing disease. The city, 
like the district, has its health depart- 
ment. with an epidemiological station 
where water and food supplies are tested. 
At a national level are the vaccine and 
serum institutes, and the councils and 
ministries which make the general plans. 
But these things. in one form or another, 
you can see anywhere. What is excep- 
tional and remarkable in the New China 
is the way in which medicine can be 
brought into every home. The Chinese 
Communist Party is probably the best 
instrument ever devised for cleaning up 
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a slum, for instructing its inhabitants in 
hygiene, and for getting everybody im- 
munized. 

To the outsider the worse parts of a 
Chinese city look epidemiologically hope- 
less — the houses often overcrowded 
hovels, the streets teeming with children 
and animals, and perhaps one tap for 
150 people, if they are lucky. But the 
chaos is under control—remarkably full 
control—and not by police powers but 
by a variety of democratic process. 

The arrangement in Shanghai. for in- 
stance, is that each block or courtyard— 
say from 17 to 20 families—elects its 
own group leader or warden. The group 
leaders of an area—perhaps 50 of them 
—then gather in a large room. with a 
member of the district council in the 
chair, and elect a street committee. The 
street committee that I visited looked 
after an area with 5,000 families. It 
had 13 members, and it divided its work 
among five groups (partly co-opted) 
dealing with welfare. education, health, 
arbitration between neighbors, and _se- 
curity (i.e., fire, thieves, and fighting). 

Not so very different from any other 
local government, you may say? No. 
But in Communist countries, far more 
than in America or England, political 
representation works in both directions: 
the representative tells the government 
what his people think, but he also tells 
his people what the government has de- 
cided—he is an unofficial exponent of 
government policy. The group leader 
in every block of 20 families is well 
placed to exert moral pressure: or, if 
he does not, some member of the Party 
will do it for him. A few words on 
health. and your duty to the community, 
may also be said by the health worker 
who runs the Red Cross station round 
the corner: or if you have old-fashioned 
ideas about the status of your wife or 
children, you are likely to have a call 
from local members of the All-China 
Women’s Federation. When I mention 
that in Peking antenatal care is taken 


ig 
E 
id 
= 
ig 


so seriously that they are hoping to send 
a health visitor four times a year to 
every home to ask whether anyone is 
pregnant, you will have some idea of 
the infiltration of public authority into 
private life. 

One of the great strengths of the 
regime is that its wishes, in small mat- 
ters as in large. can be quickly taken 
into every single household, and ex- 
plained personally by someone who be- 
lieves absolutely that what the Party 
says is right. How can you refuse to 
take your child to the clinic next week 
when assured that this is necessary for 
the building of the New China? 

Having such close contact with people 
in their homes. members of the health 
groups are in the front line of the Patri- 
otic Health Campaign, which links medi- 
cine emotionally with nationalism and 
progress. The municipal health office 
gives these voluntary workers the ele- 
mentary training they need as cam- 
paigners. They are the missionaries of 
cleanliness and twentieth century hygiene 
full of the missionary spirit. 


The Four Major Parasite Diseases 


And so we come to the miracle of 
the flies, which has so much impressed 
foreign visitors. Such miracles become 
simple, of course. the moment one has 
a really efficient way of mobilizing pub- 
lic opinion. Just as a quarter of a mil- 
lion people in Peking can be collected. 
at a few hours’ notice, for a_ political 
demonstration, so the children of the city 
can be organized for a concerted attack, 
for instance, on the unfortunate spar- 
rows, which are unpopular because they 
eat grain. 

The Four Pests. as they are called, 
are sparrows, rats. flies, and mosquitoes. 
In China as a whole last year the num- 
bers destroyed are given as 1,650 mil- 
lion sparrows. 1.590 million rats, nearly 
101 million kg of flies, and 11 million kg 
of mosquitoes. 
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As a result of the health campaign, 
smallpox, plague. and kala-azar have 
been almost wiped out, we are told, and 
there has been no cholera since 1949. 
This year, to celebrate the tenth anni- 
versary of Liberation, a great effort is 
being made to eliminate not only the 
Four Pests but also, wherever possible. 
the Four Major Parasitic Diseases— 
schistosomiasis, filariasis. ancylostomia- 
sis. and malaria. The Communist view 
is that in capitalist countries parasitic 
diseases cannot be speedily eradicated 


because capitalist countries do not be- 
lieve in the masses or in collectivism. 
Because it can mobilize the whole peo- 
le. Party leadership and political guid- 
ple. Party leadership and political guic 
ance can be the decisive factor against 
such infections. 


A Few Figures 


In a land where modern doctors are 
scarce, vital statistics are unusually un- 
reliable; but in the cities they may be 
moderately accurate. 

Jetween 1919 and 1957 the general 
death rate of Peking was brought down 
by half (from 14.1 to 7.1 per 1,000) 
and the corrected death rate similarly 
(from 18.6 to 10.0). Infant mortality. 
which in 1919 was estimated at 117 
per 1.000 live births, was down to 35 
in 1957. As for the babies—with in- 
creasing industrialization, more and 
more mothers leave them in day nurs- 
eries. Many of these are private ven- 
tures. though supervised by the health 
office; but in the mew communes this 
kind of liberation of the mother from 
family demands is being encouraged by 
free creches as well as communal dining 
rooms. 

With a sharply falling death rate, 
births show little decline: in Shanghai 
in 1956 the birth rate was still over 40 
per 1,000. 

In Peking, children of very poor par- 
ents may get free milk; but. as in Russia, 
vitamins and foods are not generally 
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distributed. In a Peking child welfare 
clinic undernourishment was attributed 
rather to lack of knowledge than to lack 
of the right food or of means to buy it. 
This seemed an honest opinion and may 
be correct; but at the children’s hospital 
20 per cent of children were said to have 
radiological evidence of rickets, and a 
nutritionist in our party thought that 
protein deficiency was an unrecognized 
or underestimated factor in the illness 
of many children. 


Position of the Doctor 


Finally, may I say a little about the 
future of medicine in Communist China, 
and the position of doctors? 

I do not mean their material position. 
From the students in medical schools— 
four or six in a small room with bunks— 
to the senior specialist, they are all badly 
off compared with their counterparts 
here or in Britain, but not necessarily ill 
content because of that. “We are not 
so much concerned with money now-a- 
days,” one said; and, as you know, there 
is often real exhilaration in living in a 
country with many signs of progress— 
filled with hope for a new, better, future. 
But in China, I fancy, there is often also 
tension and anxiety. Though the Com- 
munist regime now seldom uses physical 
sanctions against its citizens, it is still 
capable, as perhaps no other govern- 
ment, of changing not only what people 
do but also what they think. That is 
how it is working its epidemiological 
miracles. However, its demand for con- 
formity can bear heavily on those who 
prefer to think for themselves. 

I went to China with a small party of 
professors, and the like, who were to 
make contact with similar heads of de- 
partments there; and we all did this 
happily and easily. The visit had been 
arranged about the time when _ the 


Chinese leaders seemed to be seeing the 
peril of restricting thought, and made 
their famous statement: “Let flowers of 
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all kinds blossom and diverse schools 
of thought contend.” But already, be- 
fore we got there, this misleading or pre- 
mature invitation to intellectual freedom 
had been withdrawn, and anyone who 
had expressed, in public or private, the 
slightest criticism of Communist policy 
was being made to recant. All over the 
country doctors, as well as others, were 
having to take part in interminable ses- 
sions of “self-examination.” And, when 
conducted by a Party member for politi- 
cal purposes, group self-examination is a 
means of moral suasion which, contin- 
ually repeated, must break the spirit of 
all but the most resolute. 

In China, as in Russia, the majority 
of doctors, though they approve the 
Party’s great effort against disease, are 
not themselves Communists; but the 
pressure on them to accept Party leader- 
ship. in detail as well as in principle, 
has been steadily increasing of late. 
What is described as “defeatist” atten- 
tion to “the literature” of medicine is 
deplored; where medical authorities 
abroad have failed, success may never- 
theless be attainable by Party members 
putting vigor in the doctors, as in the 
much publicized case of a badly burned 
man who is supposed to have been saved 
by the collective action of his local com- 
munity. Even in hospital, if the Party 
chooses to take an interest in a patient, 
the doctors must soon see that their place 
is now that of technologist. And _ this 
insistence on accepting Party leadership 
is drummed into them by the journals 
of their own association. 

Unlike Russian doctors. who are merely 
members of a branch of the Medical 
Workers Trade Union, Chinese doctors 
still retain their association. But though 
its journals continue to print some work 
of an international standard—which the 
Chinese Medical Journal presents in ex- 
cellent English — the incessant political 
exhortations of some of the association’s 
officers force one to conclude that they 
see themselves as primarily the repre- 
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sentatives of government. not of the doc- 
tors who may elect them. 


Retrogression? 


At a time when so much really won- 
derful — perhaps unprecedented — prog- 
ress has been made in preventing dis- 
ease. when there is so much well directed 
enthusiasm, and so much good research 
is evidently continuing in some centers. 
I may seem to be painting too dark a 
picture of the Chinese doctor's situation. 
But there is another disturbing piece of 
evidence—the revival of traditional med- 
icine. 

Two years ago I thought the Chinese 
government's attitude toward traditional 
medicine quite sensible. For the every- 
day care of the people they must rely 
largely on the 370.000 traditional prac- 
titioners: for many years must pass be- 
fore there are enough doctors with mod- 
ern training. Meanwhile. we were told. 
some traditional doctors were being 
given elementary instruction — in_ hy- 
giene and vaccination for instance- 
which would make them useful aides to 
the modern doctor; and they were also 
given a place in hospital work because 


some patients liked them and they could 


provide palliative treatment where West- 
ern medicine had no cure. | shared the 
opinion of an Australian, Dr. L. B. Cox. 
that the government could not be taking 
traditional medicine really seriously: for. 
whereas they were putting up new medi- 
cal colleges everywhere, they had only 
four small ones for training traditional 
doctors. with a total of only 500 stu- 
dents. 

Professor Donald Gould. of Singapore, 
wrote to say that | was wrong. His own 
conclusion was that the government was 
taking traditional medicine very seri- 
ously indeed. The explanation, he 
thought. was that a dogmatic Communist 
society could not permanently tolerate 
doctors with a skeptical scientific educa- 
tion, and that the ultimate Chinese aim 


was to produce a utility practitioner who 
would keep the people happy with old 
Chinese remedies and would also know 
enough about modern medicine to be 
able to apply the useful discoveries made 
in other countries. 

There are now three reasons for think- 
ing that Professor Gould was right. The 
first is that traditional medicine, includ- 
ing acupuncture, is continually and un- 
critically commended to Chinese doctors 
by their journals. Second. by the end of 
last year, the number of colleges of tradi- 
tional medicine had been raised from 
four to fifteen, and institutes of tradi- 
tional medicine had been established in 
almost every province. Third, the un- 
fortunate medical student is to spend yet 
more time on this subject. His inade- 
quate five-year course has some 5,000 
curriculum hours. of which in Peking 
270 are assigned to political studies. At 
Shansi. students are now to devote no 
fewer than 740 hours to traditional medi- 
cine. So. in one college at least. about 
a fifth of the whole medical curriculum 
is given over to nonscientific purposes. 

All this recalls irresistibly the vogue 
of “nature therapy” in Germany during 
the days of Hitler. This was equally 
plausible. yet equally retrogressive. We 
must hope that it is only a passing phase, 
and that scientific medicine will ingest 
and digest traditional medicine in China 
as it is doing elsewhere. We have to 
recognize. however. that in the modern 
world a country can get along nicely for 
a very long time without making any 
substantial discoveries for itself. If it 
can apply the work of other people it 
may have no need to create or preserve 
the sort of scientific atmosphere in which 
investigators can really investigate and 
thinkers really think. 


The Long View 
When we came back from China two 


years ago we got ready to arrange places 
in English laboratories and hospitals for 
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the able Chinese graduates whom we 
hoped to welcome. They have not come. 

I am reminded of the remark of an 
old-fashioned Chinese to Nora Waln just 
after they had seen an assault on some- 
one in the street. “Yes.” he said to her, 


“we always have a period of unrest be- 
tween dynasties. It generally lasts about 
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sixty years.” Even in modern China it 
is well to take a long view. The Chinese 
are engaged in perhaps the largest social 
experiment of all time: and Medicine, as 
we understand it. could be a local cas- 
ualty. But we have scriptural warrant 
for saying, and faithfully believing, that 
Truth in the end must always prevail. 


Dr. Fox is editor, The Lancet, London, England. 
This paper was presented before the Medical Care Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 


City, N. J., October 21, 1959. 
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WESTERN MEDICINE IN PRE-COMMUNIST CHINA 


John B. Grant, M.D., F.A.P.H.A. 


ESTERN scientific medicine, as dis- 
W iin from empirical Chinese medi- 
cine, did not receive any significant 
utilization in China until well into the 
third decade of this century, as_illus- 
trated by the following incident. I was 
assigned temporarily, in the spring of 
1919, to the Department of Medicine of 
Yale-in-China at Changsha. The acting 
director, Dr. F. C. Yen, called me to go 
in consultation to see the governor of 
Human Province. His lobar pneumonia 
had reached the point where his attend- 
ing old-style physicians had pronounced 
his case hopeless and, as customary, had 
withdrawn. The Taoist and Buddhist 
priests had been called and his coffin 
brought in to the inner “courtyard.” 
We decided the “ninth-day crisis” would 
take place within 24 hours and ordered 
a servant to come to the hospital. He 
was given a bottle of colored water with 
instructions for the patient to take large 
The crisis 
favored us and another supporter for 


doses at frequent intervals. 


Western medicine was made, This type 
of occurrence was frequently repeated in 
the writer’s experience during the next 
20 years. It was indicative of the slight 
hold of Western medicine in China 
which was only a court of last resort. 


Background 


The background of China should be 
understood for the interpretation of this 
over-all situation. The first stirrings of 
modern governmental health administra- 
tion occurred in 1902 when Yuan Shih- 
kai, viceroy of Chili Province under the 
Kwang-Hsu regime, established a Sani- 
tary Division of the Police Department 
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of Tientsin. Peking and other cities fol- 
lowed this example. In 1905, a Sanitary 
Division of the Bureau of Police Protec- 
tion was established centrally under the 
Ministry of Police, and was thereafter 
transferred to the Ministry of Civil Af- 
fairs. 
steps were not of major importance. 


However, these organizational 

To all intents and purposes, the mod- 
ernization of China dates from 1911 
when Sun Yat’sen overthrew the Manchu 
Dynasty and declared the Republic of 
China. The major European powers. 
and at one time the United States, had 
“concessions” in each of the treaty ports. 
All the Western powers enjoyed the privi- 
leges of extraterritoriality (until the 
Second World War). The Customs was 
under international control and _ staffed 
by Westerners, including Americans. un- 
der an English director-general. Until 
1911. Western, as distinct from Chinese. 
medicine was practiced only in mission 
hospitals and in the Treaty Ports where 
contracts with the Customs and with the 
authorities of the foreign concessions 
gave a basic living to Western physi- 
cians, generally practicing in firms. In 
the smaller Treaty Ports, these contracts 
were made with the mission hospital phy- 
sicians, 

Following the Russo-Japanese War 
of 1904-1905, increasing numbers of 
Chinese began to go abroad for pro- 
fessional studies. By 1911, there were 
probably not more than 45 to 55 phy- 
sicians who had been educated in Europe 
or in the United States. (China Medical 
Commission of the Rockefeller Founda- 
tion, “Medicine in China,” New York. 
1914, p. 8.) However, there must have 
been several hundred Chinese studying 
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medicine in Japan, mostly in the pre- 
fectural schools (inferior in quality to 
the five Imperial Universities). Ger- 
many. France. England, and the United 
States were the other countries, in order 
of choice. Another small group of 
Western-medicine physicians was con- 
stituted by those who had received ap- 
prenticeship training in mission hospi- 
tals. There was no licensure to practice. 

The Nanking Government set up by 
Sun Yat’sen, which never functioned, 
was modeled chiefly along western 
European lines. A Bureau of Health was 
created in the Ministry of Interior. The 
directorship. which was not actually oc- 
cupied, was offered to Dr. B. K. Lim, 
the first Chinese to secure Western medi- 
cal training and who still lives in retire- 
ment in Singapore. 


Beginnings of Modern Medicine— 
1911-1929 


The second decade of the century saw 
the beginnings of modern medical edu- 


cation and an initial effort to establish 
an independent national health organ- 
ization. The Manchurian plague epi- 
demic of 1910-1911 gave concern to the 
Western powers who convened a con- 
ference of specialists in Mukden. Out 
of this arose the Manchurian Plague 
Prevention Service which was_ estab- 
lished in 1912, with headquarters in 
Harbin. It was headed by Dr. Wu Lien- 
teh. a recent graduate of Cambridge, 
and was financed from Customs Rev- 
enue. This in turn was followed by the 
establishment in Peking in 1913 of the 
National Epidemic Prevention Bureau, 
concerned largely with the production 
of vaccines and serums for prophylactic 
and therapeutic use. 

The lessons of the Russo-Japanese War 
led to the establishment, by the Chinese 
Army and Navy, of two medical schools 
in Tientsin, staffed by European prac- 
titioners in that city. During the second 
decade, three groups undertook the crea- 
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tion of medical schools. The first group, 
generally under combined mission auspi- 
ces, was responsible for the establish- 
ment of medical schools in Peking, 
Mukden, Tsinan, Shanghai, and Canton. 
For lack of better classification, the 
Rockefeller Foundation is included in 
this group. It took over the missionary 
Union Medical College in Peking which 
was then able to expand its physical 
facilities and acquire an outstanding 
staff. This institution subsequently be- 
came unique in China, being operated 
on as high a standard as to be found 
anywhere in the world. Probably one 
of the most important lessons to be 
drawn from a_ consideration of the 
growth of Western medicine and public 
health practice in China is the decisive 
role which a single training center meet- 
ing the most rigorous educational stand- 
ards can exercise. This institution, in 
subsequent decade, served as an essen- 
tial lighthouse; its influence went far to 
compensate for the shortages which per- 
sisted in the number of personnel trained 
in Western medicine. 

A second group was the German and 
French governments, each of whom es- 
tablished a medical school in Shanghai; 
the latter included the Pasteur Institute; 
several American universities constituted 
a third group. Reference has already 
been made to Yale-in-China. Harvard 
sponsored a school in Shanghai, and 
Pennsylvania sponsored a school in Can- 
ton, which later merged with the Epis- 
copalian St. John’s Medical College in 
Shanghai. The Woman’s Medical Col- 
lege of Philadelphia sponsored a cor- 
responding institution in Canton. 

Local public health administration in 
China dates back to the inauguration 
of a governmental police system. Before 
the Republic (1911), there were some 
cities which possessed paper health or- 
ganizations in the newly established city 
police departments. However, none func- 
tioned. Subsequently, various commu- 
nities in China from time to time initi- 
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ated attempts to inaugurate functioning 
modern city health departments. Canton 
was probably the most notable example 
in its attempt of 1918. Other serious 
efforts were in Taiyuan and Tientsin. 
None of these proved successful for 
various reasons. Among the technical 
causes of failure was the absence of ex- 
perience of the manner in which mod- 
ern administrative measures might be 
adapted to Chinese conditions. 

Under the stimulus of the Peking 
Union Medical College a Health Demon- 
stration Station was established by the 
chief of the Peking Metropolitan Police 
in 1925 to work out such adaptations 
in a section of the city containing a 
population of 150.000. This station was 
divided into three operating sections: 
General Sanitation. Medical Services. 
Vital Statistics and Communicable Dis- 
ease Control. This station constituted an 
important field practice area for the stu- 
dents of the Medical College and it was 
significant especially as a training center 
(J. B. Grant, “Public Health in China,” 
in H. G. W. Woodhead, ed.. The China 
Year Book—1928, Tientsin., 1928). 

Three major developments occurred 
dvring the third decade. The number of 
physicians trained abroad (especially in 
Japan) increased substantially and the 
larger urban centers were accordingly 
able to acquire physicians practicing 
Western medicine. Second, this period 
saw the beginnings of schools established 
under very limited resources by the pro- 
vincial especially those 
along the seaboard. The most important 
during this 
probably made by the China Medical 
Board. endowed by the Rockefeller 
Foundation, and which stimulated mis- 
sion policy to concentrate on improving 


governments, 


contribution period was 


the development of hospitals meeting 
modern standards to which the CMB 
made financial contributions and_pro- 
vided fellowships for the training of 
qualified Chinese specialists. The Peking 
Union Medical College, by the end of 


the decade, had produced a modicum of 


well trained Chinese physicians. The 
influence of this college extended to the 
new Kuomintang Government. estab- 
lished in 1927. and brought an end 
to the decade and a half of war-lord 
rule of China. It was also this influence 
which helped to establish a Ministry of 
Health in Nanking in 1929, whose senior 
staff was drawn largely from the PL MC. 

1929 to the Japanese Incident (1937 
to 1915) — The Ministry of Health 
marked the beginnings of modern pub- 
lie health. The most significant develop- 
ments were: 

1. Promulgation of legislation for the 
registration and licensure of various 
categories of the health professions. 

2. The establishment in Nanking of 
what in effect was a multipurpose School 
of Public Health, training various cate- 
gories of workers. 

3. Stimulation and assistance to per- 
sonnel toward the establishments of 
health departments in the larger cities 
and also of provincial departments of 
health. 

1. The assumption of responsibility. 
together with the Ministry of Education, 
for the establishment of the Joint Com- 
mission on Medical Education with its 
permanent Secretariat. This was one of 
the most far-reaching undertakings, In 
essence, this was a manpower planning 
commission responsible for advising pro- 
vincial governments as well as the Na- 
tional Government itself in establishing 
and, more particularly, staffing new med- 
ical schools. The commission in 1936 
approached the trustees of the PUMC 
with the request that it should redirect 
its emphasis on undergraduate education 
to graduate instruction so that it could 
serve as a national teaching training 
institution and supply the junior faculty 
of medical schools throughout the coun- 
try. 

5. Development of a ministry’s master 
plan for the provincial organization of 
the distribution of health care services. 
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This significant development provided 
for the complete integration of curative 
and preventive functions, and outlined 
a regional scheme which was centered 
on the “hsien” (the equivalent of a 
county) as the key unit within the prov- 
ince. The provincial medical service was 
accordingly viewed as composed of ag- 
gregates of hsien units, coordinated and 
controlled through “ch’u” centers (dis- 
tricts), which constituted inspectorate 
areas and generally contained from five 
to ten hsiens. These in turn were visua- 
lized as directed by the provincial cen- 
ter situated in the provincial capital. 
(R. K. S. Lim and C. C. Chen, “State 
Medicine.” Chinese M. J. 51:781- 
796, 1937.) The prototype of this 
organization had been conceived in the 
rural training practice field of the 
PUMC. Its significance would seem to 
be borne out by the fact that the plan 
of organization, although very much 
diluted. became the organizational pat- 
tern of the Communist government, 
The ministry, naturally, had to evacu- 
ate with the rest of the government and 
finally reestablished itself in Chungking 
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Dr. Grant is professor of public health and medical care, University of 
Puerto Rico School of Medicine, San Juan, Puerto Rico. 


for the duration of hostilities. With the 
evacuation of the Nationalist Govern- 
ment to a province of Taiwan, the status 
of the ministry was again reduced to 
that of a bureau in the Ministry of 
Interior. However, the organization of 
the Taiwan Provincial Health Depart- 
ment has carried on and improved the 
previous mainland organizational struc- 
ture. 

India established her first Medical Col- 
lege in the 1830's; Japan in the 1870's; 
China at the end of the first decade of 
this century. Time is a great leveler of 
discrepancies. This lag of China di- 
minishes in perspective over the decades. 
In quantity, Red China’s health eare 
services already reach a larger per- 
centage of its population than can be 
seen in India today. This is because 
organization for the distribution of serv- 
ices in the less developed countries seems 
to be more important than the other two 
factors of personnel and facilities or 
finance. One should not be surprised 


if the year 2000 will see the closure of 
any gaps between the West and East in 
the utilization of scientific medicine. 


This paper was presented before the Medical Care Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 


City, N. J., October 21, 1959. 
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NEW LIVE VACCINES AGAINST VIRUS DISEASES 


Professor Dr. A. A. Smorodintset 


N THE NAME of the Soviet Ministry of 

Health, the Academy of Medical Sci- 
ences of the USSR. and personally, | 
would like to greet the members of the 
American Public Health Association and 
to wish you warmly the greatest success 
in your noble work for the health and 
prosperity of this great country. In the 
LSSR we highly appreciate the brilliant 
contributions of American medical scien- 
tists in the elimination of infectious dis- 
eases, the prolongation of human life, 
the saving of millions of children who 
previously died from poliomyelitis and 
other grave infections. and for the gen- 
eral well-being of many people. 

In the rapid progress of microbiologi- 
cal science during recent years, funda- 
mental investigations in the field of vi- 
ruses and the numerous diseases that 
they produce in man, animals, and 
plants have been of outstanding theoreti- 
cal value and tremendous practical im- 
portance. The study of the nature of 
virus reproduction. the discovery of the 
cytopathogenic activity of viruses in new 
tissue cultures, explosive progress in the 
research on the etiology of many recently 
unknown respiratory. intestinal, and 
many other virus infections of human 
beings, the increasing and fruitful ef- 
forts in the development of new effective 
killed or live virus vaccines are closely 
connected with the work of a well known 
group of brilliant American virologists. 

In our country a broad offensive 
against contagious diseases was begun 
immediately after the October Revolu- 
tion in 1917 which placed in the hands 
of the people the great achievements of 
medical science. Young Soviet physi- 
cians have now only book knowledge of 
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such diseases as plague, smallpox, chol- 
era, and relapsing fever, for they have 
disappeared entirely. 

The Academy of Medical Sciences of 
the USSR and the Soviet Ministry of 
Health have developed for the next seven 
to ten years a large and realistic pro- 
gram of step by step eradication of 
various important infectious diseases. 
Among these are malaria, diphtheria, 
and venereal diseases. Specific virus 
diseases to be dealt with are: trachoma, 
poliomyelitis, measles, and mumps. This 
last task is not as impossible as it might 
seem, but is based on recent development 
of effective, specific live vaccines. 

The first, attenuated live poliovaccines 
were developed in the United States by 
Drs. Albert Sabin, Hilary Koprowski. 
and Herald R. Cox. The Sabin vaccine 
has now been studied in large field trials 
in the USSR. The second, live mumps 
vaccine has been developed in the USSR 
by Dr. Klatchko and myself. The third. 
live measles virus vaccine is being ex- 
tensively studied now in the USSR on 
the basis of the classical work accom- 
plished in the United States by Dr. John 
Enders of Harvard Medical School. 

I shall present briefly the results of 
our experience with these vaccines and 
with an attentuated influenza virus vac- 
cine prepared in the Department of 
Virology of the Institute of Experimental 
Medicine in Leningrad. The important 
contribution in specific prophylaxis 
against poliomyelitis resulting from the 
development and introduction into prac- 
tice of the killed virus vaccine (Salk 
type) has established its undoubted value 
for the significant reduction of the num- 
her of paralytic, bulbar, and fatal cases. 
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The killed vaccine, however, did not 
eliminate the danger of paralytic forms 
in 20-30 per cent of triple vaccinated 
children and had no effect on the cir- 
culation of the virus in the human com- 
munity. This, therefore, left unsolved 
the problem of poliomyelitis eradication. 


Live Poliomyelitis Vaccine 


During the last four years. in close 
cooperation with Dr. Albert Sabin of 
Cincinnati, we have studied the safety 
and effectiveness of his live attenuated 
poliovirus vaccine. This task was con- 
nected with extensive observations on 
small as well as on very large groups of 
susceptible children, who receive the vac- 
cine by direct feeding in the form of 
monovalent vaccine of types 1, 2, 3, or 
monovalent vaccine of type 1 and after 
one month divaccine of types 2 and 3 
simultaneously. 

The administration of live vaccine 
calls forth the intensive multiplication of 
attenuated virus for a period of from 
30 to 45 days and its subsequent gradual 
elimination from the intestinal tract. 

The administration of live vaccine 
stimulated intensive and long-lasting im- 
munological changes in 90 per cent or 
more of the vaccinated susceptible chil- 
dren, as well as developing local im- 
munity of the intestinal canal. This is 
demonstrated by the considerably re- 
stricted multiplication of homologous 
serotypes of vaccinal strains, if they are 
administered a second time within six 
months after initial vaccination. 

The vaccine virus spreads from vac- 
cinated children to people living in 
close contact with them. The intensity 
of spread of the virus depends on the 
age of the children and especially on the 
sanitary conditions in which they live. 
This is one of the most important fea- 
tures of the live poliovaccine adminis- 
tration. 

If the contacts of the vaccinated chil- 
dren are nonimmune, partially immune, 
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or have low-level immunity resulting 
from inoculation with Salk vaccine, the 
attenuated vaccine viruses will multiply 
accordingly to produce total immunity. 
If the contacts are solidly immune the 
vaccine viruses will not multiply. 

We have paid particular attention to 
the most important question concerning 
the possible change in the neurovirulence 
for the monkey of the attenuated virus 
after prolonged multiplication in the in- 
testinal tract of vaccinated persons and 
contacts. We have studied the neuro- 
virulence of the excreted virus of each 
of the three types, after each of ten con- 
secutive passages in susceptible children, 
and also after a minimum of four natural 
contact passages. No greater neuro- 
tropism for monkeys was found after 
multiple passages than after a single pas- 
sage. When virus of greater neurotropism 
for monkeys was fed to the children it 
could not be detected in the next passage 
in the human intestinal tract. Conse- 
quently, we have stated that continued 
propagation of Sabin attenuated strains 
in the intestinal tract of susceptible chil- 
dren does not result in increased viru- 
lence for monkeys and, therefore, prob- 
ably not for man. 

We also know from many years of 
world experience the inability of the 
human intestine to select and maintain 
highly neurotropic variants of the polio- 
virus under the natural conditions. Dur- 
ing its thousands of years of circulation 
through the intestinal canal of the hu- 
man being, the poliomyelitis viruses have 
remained among the least pathogenic 
disease agents, causing disease in one 
child out of no more than 200 and possi- 
ble 1,000 infected persons. This fea- 
ture was fully confirmed by our work 
on failure of live poliovaccine strains 
to revert to neurovirulence. 

It is also important to remember that 
our juvenile population is already full 
of highly neurovirulent wild polioviruses. 
The most important task of specific im- 
munization with live poliovaccine is the 
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attempt to eliminate these virulent. vi- 
ruses by a rapid production of hundreds 
of millions of resistant intestinal tracts 
so that these dangerous strains will have 
no place in which to multiply. 

In the light of present extensive field 
trials in vaccinated children it is evi- 
dent that the limited increase of neuro- 
virulence as indicated in monkey tests 
is of no epidemiological significance. We 
have organized such trials in different 
republics of the USSR in which from 
20 to 50 per cent of whole susceptible 


populations remained unvaccinated in 


regions and in seasons with a low in- 
cidence of naturally occurring poliomye- 
litis. 

In these field trials on early two mil- 
lion children under 15 years of age 
about 25 per cent lacked antibodies to 
either the first. second. or third types of 
poliovirus and 15 per cent were nega- 
tive to all three types of poliovirus. It 
was possible to calculate and estimate 
the approximate number of susceptible 
children among the vaccinated groups as 
nearly 500,000 who may be considered 
to have been susceptible to type 1. 2. 
or 3 and as 250.000 triple negative chil- 
dren. These provide a sufficient number 
for an evaluation of the safety of the live 
virus vaccine used. Among 500,000 chil- 
dren susceptible to type 1 poliovirus mul- 
tiplication, we would expect about 2.500 
cases of paralytic poliomyelitis if the 
type | vaccine strain multiplied and re- 
verted to the natural composite of aviru- 
lent, mildly virulent and highly virulent 
strains of type 1 virus occurring in 
nature. 

But in none of our extensive studies 
in various parts of the USSR was there 
any evidence that multiplication of the 
vaccine strains in susceptible persons or 
in numerous contacts was associated with 
any distinct illness referable to the in- 
volvement of the nervous system nor to 
the mild nonparalytic symptoms, such as 
pharyngeal. alimentary, or allergic dis- 
turbances. 


Therefore, the absence of any polio- 
myelitis case clearly attributable to the 
vaccine among one half million sus- 
ceptible persons could be regarded as 
valid evidence of the safety of this new 
method. This experience has now been 
expanded to 12 million children with 
essentially the same results. 

Strict and most responsible clinical 
and virological surveillance of all sus- 
pected cases in the vaccinated and un- 
vaccinated populations has led the Minis- 
tries of Health of the corresponding 
republics to the conclusion that the live 
Sabin vaccine is completely safe for the 
vaccinated persons as well as for the 
community. Not only was there no in- 
crease in the usual number of cases in 
the unvaccinated during the following 
three months, but the usual seasonal in- 
crease failed to appear. 

The same conclusion was made by 
Professor M. Chumakov in observation 
on more than 10 million children’ in 
various areas of the USSR in which the 
same live poliovirus vaccine was ad- 
ministered under his direction. 

By the middle of May, 1957. almost 
1.4 million persons, mostly under 15 
years of age. had received the vaccine 
under my direction in White Russia, 
Latvia and Moldavia where about 40-60 
per cent of the indicated age groups were 
vaccinated and the remainder were avail- 
able for judging the effect of immuniza- 
tion in internal (contact) control groups 
(areas of vaccination) as also in outside 
external noncontact groups (areas with- 
out live vaccine administration ). 

The events during the last four months. 
starting three weeks after the completion 
of vaccination, were of the greatest in- 
terest to us. The preliminary clinical 
and laboratory information regarding 
poliomyelitis morbidity in the areas of 
live vaccine application during June- 
September, 1959, has shown a very high 
degree of effectiveness in the prevention 
of both paralytic and nonparalytic polio- 
myelitis. 
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This slide summarizes the data on the 
effectiveness of live vaccine in two Re- 
publics. The cases counted were of the 
spinal paralytic and bulbo-spinal type 
which yielded a high percentage of virus 
recoveries and a characteristic distinct 
clinical diagnosis. 

In the first area, which is the Repub- 
lie of White Russia, the vaccination pro- 
gram included children residing in all 
urban areas. The rural agricultural 
population was left without live vaccine 
administration. The incidence of polio 
in the previous five years was as a rule 
two to three times higher in the urban 
areas. now vaccinated, than in the rural 
areas not vaccinated. This situation was 
completely changed during the last polio 
season. Among 418.000 children under 
three years residing in rural agricul- 
tural areas. 53 cases of paralytic polio- 
myelitis or 15.0 per 100,000 were regis- 
tered. Seventy thousand vaccinated chil- 
den. or 50 per cent of the control group 
of the same age in the urban population, 
did not have a single case of paralytic 
poliomyelitis. However. two nonparaly- 
tic cases were observed. Analogous cor- 
relation between nonvaccinated and vac- 
cinated children were observed in the 
next groups of from three to seven years 
of age and from seven to fourteen years 
of age with a much lower morbidity rate 
but still with a striking difference from 
the vaccinated population. Among nearly 
two million control children, 81 cases 
were observed and among one-half mil- 
lion vaccinated children only two non- 
paralytic cases occurred, The reduction 
of morbidity is more than 20 times when 
compared to the minimal expected num- 
ber of cases in the vaccinated group. 

The second control (contact) group 
of children domiciled in the urban area 
among vaccinated persons gave nearly 
the same rates of morbidity in all age 
groups as was stated above for rural 
control group. Considering the previous 
history of poliomyelitis in rural and ur- 
ban areas we can estimate the probable 
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protection rate through contact infection 
in this group as not higher than 50-65 
per cent. 

The very distinct differences in at- 
tack rate between vaccinated and un- 
vaccinated children were observed also 
in the Moldavian and Latvian Republics. 
The limited number of polio cases in 
control groups of this area up to the 
present time hinders the correct estima- 
tion of the real situation. An accurate 
analysis requires a minimum from 50 
to 100 cases. We expect to see these 
additional cases during the next six 
months or at the latest during the 1960 
poliomyelitis season. 


Live Vaccine Against Influenza 


We consider active immunization with 
the safe and specific live vaccine admin- 
istered directly into the respiratory tract 
as the only one possible practical method 
of mass prevention of influenza. This 
vaccine should reproduce in vaccinated 
people a harmless asymptomatic infec- 
tion followed by intensive multiplication 
of attenuated viruses on the mucous 
membranes of the upper respiratory 
tract. This vaccine should stimulate a 
distinct rise of antibodies both in the 
blood and in the nasal secretion and the 
development of local immunity of the 
respiratory tract to the homologous types 
if they are administered a second time. 

Epidemiological investigation in vari- 
ous cities of the USSR established the 
possibility of reducing by two to three 
times the morbidity rate in persons in- 
oculated once by polyvalent live vaccine 
of types A and B, or better twice by 
monovalent vaccine type A, followed 
three to four weeks later by type B. The 
effectiveness of immunization depends on 
the specificity of the vaccine used, the 
immunogenic activity of vaccine strains, 
the concentration of active virus in the 
live vaccine, and the method of its in- 
troduction into the respiratory tract. 

The marked variability of influenza 
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viruses as a result of their adaptation to 
the specific immunological factors of the 
population makes it impossible to pro- 
duce live influenza vaccine from a set 
of fully constant and fixed strains as can 
be done with live vaccines against polio- 
It is there- 
fore necessary periodically to change the 


myelitis, measles, or mumps. 


attenuated vaccine strains in accordance 
with the actual etiology of influenza to 
give preference to strains currently pre- 
dominant (like strains of the new Asiatic 
ty pe A., prevalent since 1957). 

For the production of the live influ- 
enza vaccine we use specially selected 
immunogenic strains which are rarely 
encountered among original laboratory 
from After 
adaptation of these strains to the de- 


strains isolated patients. 
veloping chick embryo, we restore its 
low immunogenic activity by means of 
gradual passages through the human 
respiratory tract of susceptible volun- 
In the process of four to eight 
such passages we regularly select much 
more potent vaccine strains which multi- 
ply well in the upper respiratory tract of 
susceptible persons and can be isolated 
after two to four days in the concentra- 
tion 3.5-4.5 logs of virus in 1 ml of nasal 
These strains stimulate a rise 
of antibodies and very pronounced local 
resistance of the respiratory tract to a 
introduction of a 
strain within six months or more after 
vaccination, 

The live vaccine is produced in the 
form of a monovalent preparation, sepa- 
rate for type Ay and type B. Each vae- 
cine is prepared from two to three 
strains of corresponding type with differ- 
ent antigenic structure, 

We utilize both allantoic infected fluid 
and allantoic membranes of embryonated 
eggs and lyophilize these combined ma- 
terials in the presence of sucrose and egg 
yolk to maintain the high infective titer. 
This keeps the biological stability during 
prolonged storage. The lyophilized vac- 
cine is diluted 1:5 from its original vol- 


teers. 


secretion. 


second homologous 


ume and 1.0 ml is introduced into the 
upper respiratory tract through the nose 
by means of atomizers similar to those 
used in ordinary barber shops. We do 
not recommend use of finely atomized 
aerosols which may cause toxic reactions 
in 5 per cent and more of the vaccinated 
individuals. The live vaccine is not given 
to children under ten years of age be- 
cause its reactogenic activity in this 
group is much higher than in adults. 

The production of live influenza vac- 
cine increases in the USSR from year 
to year and at the present time is used 
in about 20 million people each year. 

It is clear that the problem of active 
immunization against influenza is ex- 
tremely difficult. It still requires much 
research and should involve also some 
of the new respiratory virus infections 
which are widely distributed in inter- 
epidemic periods. 

The efficiency of live vaccine at the 
present time is limited to a reduction 
of two to three times the morbidity rate 
in unvaccinated people. Its greatest value 
is for the protection from mass infection 
which during influenza outbreaks in- 
volved 25-50 per cent of the total popu- 
lation. 

Let me give you one example of our 
recent epidemiological observation on 
groups of 10,000 students immunized 
separately by live vaccine types A» or B. 

During the last influenza outbreak in 
January-March we have observed two 
separate but closely connected epidemic 
waves: The first and largest was one 
of type Ae in January-February. The 
second began at the end of February 
and in March developed into an epi- 
demic of type B. We obtained thus the 
favorable chance to test the effectiveness 
of both of our live vaccines during two 
consecutive epidemics. We have ob- 
served the marked suppression of influ- 
enza morbidity in the monovalent A» 
vaccinated group during the first out- 
break, but with no effect during the sec- 
ond type B wave. Groups vaccinated 
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against type B influenza virus had a 
high attack rate in the epidemic of type 
A» but were well protected during the 
second wave. There was almost a three- 
fold reduction of morbidity in both 
groups. 


Live Vaccine Against Mumps 


During the past five years, laboratory. 
clinical, and epidemiological efforts have 
been directed toward the development of 
live attenuated mumps vaccine, admin- 
istered intradermally, as an effective im- 
munizing method for children. The work 
has been done with laboratory strains 
attenuated by passages through em- 
bryonated eggs. Pooled amniotic and 
allantoic fluids of infected eggs were 
used for the preparation of live vaccine 
after lyophilization. No signs of parotitis, 
meningitis, orchitis, or general febrile 
reactions have been observed in the 
35,000 children vaccinated during 1955- 
1957. No evidence has been found that 
the virus multiplies in the parotid gland 
after oral administration or that it is 
excreted in the saliva of vaccinated chil- 
dren after intradermal immunization. 

Following single intradermal or sub- 
cutaneous injections, virus multiplies at 
an undetermined site in vaccinated chil- 
dren and induces serological and allergic 
evidence of immunity within 14-21 days. 
The level of acquired immunity tested 
by intradermal allergic reactions and 
epidemiologically is high and of long 
duration after three years’ observation. 
In order to compensate for individual 
variability of immunological response a 
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minimal 10° concentration of virus in 
1 ml of preparation is necessary. 

The epidemiological effectiveness of 
the vaccine was demonstrated by the 
90 per cent protection of 35,000 pre- 
school children for at least three years. 
Cases which occurred in less than 10 
per cent of the children were very mild 
and were not contagious for susceptible 
contacts. No secondary cases were ob- 
served, Our experience with live paro- 
titis vaccine has been very encouraging 
for extending the program of immuniza- 
tion in all children’s groups under ten 
years of age, especially with simul- 
taneous vaccination against measles. This 
live vaccine is also effective if it is ad- 


‘ministered to the population involved 


in the epidemic. Three weeks after 
vaccination cases of mumps are com- 
pletely extinguished among vaccinated 
groups but are still present in controls. 
A large program of specific mumps pre- 
vention has now been initiated in our 
country using the attenuated mump virus 
vaccine which is in large-scale produc- 
tion. 

I would be delighted if the ideas and 
data presented could provoke more in- 
terest in the United States in the appli- 
cation of live vaccines as the most potent 
methods for specific prophylaxis of sev- 
eral virus diseases. Perhaps the exten- 
sive and successful use of attenuated 
live virus vaccines in the Soviet Union 
will result in reassessment, by conserva- 
tive scientists and responsible agencies 
in the United States, of the risks in- 
volved as compared to the great benefits 
in prevention and control of virus dis- 
eases which can be achieved. 


Dr. Smorodintsev is associated with the Department of Virology, Institute of 


Experimental Medicine, Leningrad, USSR. 


This paper was presented before the First General Session of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 


City, N. J., October 20, 1959. 
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NEWLY RECOGNIZED VIRAL DISEASES—WITH SPECIAL 
EMPHASIS ON HEMORRHAGIC TYPES 
FOUND IN ASIA 


C. G. Pandit, M.B., Ph.D., F.A.P.H.A. 


CONSIDER IT a great privilege to have 

heen called upon to review the prog- 
ress in our knowledge of the recently 
discovered virus diseases in Asia, with 
special reference to those with hemor- 
rhagic manifestations. During the course 
of my brief talk. I will have to be con- 
tent to summarize the disease entities 
which have been recognized in recent 
years and then select as a type one for 
fuller discussion. | will outline the prog- 
ress which we have made in India in 
the study of Kyasanur Forest Disease 
(KED) and tell you how our workers 
are engaged at the present moment in 
the elucidation of some of the important 
facets of this problem. 

At the outset | am confronted with 
the question of defining what constitutes 
“haemorrhagic fever.” The diseases in- 
cluded under this term are of diverse 

uncertain or 
The basic un- 


and. in many instances. 
undetermined etiology. 

derlying physiopathological 
which lead to the dramatic episode of 
hemorrhage are almost certainly not the 


Our under- 


yrocesses 


same for all these diseases. 
standing of these mechanisms is incom- 
plete and unsatisfactory and will remain 
so until detailed investigations have been 
done, Again. viruses. which do not pro- 
duce pronounced hemorrhagic effects in 
one area under one set of circumstances. 
may produce manifestly marked hemor- 
rhagic effects in another place. The hem- 
orrhagic dengue fevers of the Philippines 
In India. 
common 


are a recent example of this. 


where dengue infection is 


and dengue antibodies are frequently 
yet encountered 
associated 


have not 
hemorrhagic manifestations 
with that infection. The frequency and 
severity of the hemorrhagic manifesta- 
tions in this group of diseases varies very 


found. we 


widely and the bleeding may be only 
occasional and inconsequential in some, 
while in others it may be severe enough 
to endanger life. One need not apologize, 
however. for including them in a dis- 
cussion of “haemorrhagic fevers.” as 
bleeding manifestations probably occur 
in a greater proportion of these infee- 
tions than does jaundice in yellow fever, 
spinal cord involvement in poliomyelitis, 
or CNS disturbance in the so-called en- 
cephalitides. 

To give a coherent picture of these 
new diseases. | have to face the problem 
of presenting a rational classification, 
for knowledge in this regard is in a 
state of flux. It appears most logical 
to adopt an etiological approach. al- 
though the etiology is obscure in some, 
and hemorrhagic manifestations are not 
a feature in others. 

By their etiology these diseases fall 
into four broad categories: 

In the first are included 
caused by viruses of the Russian spring- 
summer encephalitis (RSS) complex, 
with special reference to Omsk hemor- 
rhagic fever and Kyasanur Forest dis- 
We can also include in this cate- 
gory diseases in which hemorrhagic 
manifestations have not been described 
as a prominent feature, viz... Russian 


diseases 


ease, 
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spring-summer encephalitis or Far East- 
ern Encephalitis, biundulant meningo- 
encephalitis or diphasic milk fever of 
European Russia, tick-borne encephalitis 
of central and eastern Europe, louping 
ill of the British Isles, and certain en- 
cephalitides which have recently been 
described from Scandinavia. Here also, 
one must include a virus, TP 21, isolated 
from ticks off rodents in Malaya, as yet 
an orphan in search of disease. 

To the second category would belong 
the hemorrhagic fevers of recent occur- 
rence in the Philippines and Thailand, 
Preliminary reports indicate that these 
have a dengue virus etiology, although 
it appears possible that more than one 
agent may be involved in the Thailand 
episode. 

In the third category, one can include 
the hemorrhagic nephrosonephritis as 
described in the Russian literature and 
Korean hemorrhagic fever of the Ameri- 
can literature which occurs in far east 
Siberia, Manchuria, and Korea. Soviet 


workers have equated the latter with 


Yaroslav! hemorrhagic fever occurring 
northeast of Moscow. More recently, this 
type of hemorrhagic fever has been de- 
scribed from Bulgaria also. The culti- 
vation of the etiological agent in labora- 
tory animals or tissue culture systems 
has not been successfully accomplished, 
although Russian workers have trans- 
mitted the disease to human volunteers. 
The fourth and last category is some- 
thing of a scrap basket in which are 
placed diseases whose relationship is less 
clear, and which may well prove to have 
different etiologies. Included this 
category are Crimean hemorrhagic fever, 
Uzbekistan hemorrhagic fever. certain 
other hemorrhagic fevers of Central 
Asia. and a Bulgarian hemorrhagic fever 
believed to be different from the Bul- 
garian epidemic hemorrhagic — fever 
which | have just mentioned. I would 
also like to include Bukovinian hemor- 
rhagic fever of western Russia adjacent 
to Rumania. Unconfirmed reports sug- 
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gest that it is immunologically related to 
the Omsk hemorrhagic fever. 

All of these diseases appear to be 
arthropod-borne, although, in some, sec- 
ondary modes of infection have been 
reported. In the first category, the RSS 
complex, the vectorship of “hard” ticks 
is well established. In many of these 
illnesses, ticks of the genus Ixodes have 
been implicated but, in Omsk hemor- 
rhagic fever, the vector is a Dermacentor 
and, in Kyasanur Forest disease. a tick 
of the genus Haemaphsalis. It is of in- 
terest. however, that in one member of 
the group, diphasic milk fever. a see- 
ondary cycle of transmission through 
the milk of infected goats has been re- 
vealed and. experimentally, the presence 
of the virus in cows’ milk has also been 
demonstrated. 

The hemorrhagic fever epidemics of 
the Philippines and Thailand are pre- 
sumably caused by the virus being trans- 
mitted by mosquitoes of the Aedes sub- 
genus Stegomyia. 

In diseases of the third category, 
Russian and Japanese workers on the 
hasis of experimental work, and Ameri- 
can workers on epidemiological grounds, 
have postulated the involvement of mites 
in the transmission cycle. 

In the case of the fourth and less well 
defined group of diseases, ticks of the 
genus Hyalomma are reported to be the 
vectors of both Crimean and Uzbekistan 
hemorrhagic fevers. About Crimean 
hemorrhagic fever there are reports of 
severe outbreaks in hospital personnel 
attending on patients. This points to 
contact infection. 

I will now briefly indicate the recent 
progress made in our knowledge of 
Kyasanur Forest disease, with which we 
in India have been intimately concerned. 
The investigations of this disease are 
heing carried out cooperatively by the 
special office for KFD of the Public 
Health Department of Mysore State and 
the Virus Research Center, Poona. The 
latter is maintained jointly by the Indian 
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Council of Medical Research and the 
Rockefeller Foundation. The broad fea- 
tures of KFD have already been de- 
scribed by our workers in several pub- 
lications. 

The disease has so far been recognized 
only in a limited forest covered area in 
Western Mysore State in South India. 
It has a distinctly seasonal incidence, 
the great majority of cases occurring in 
the first half of the year, most of them 
between February and June. The attack 
rate is greater in males and, for both 
sexes, is highest in the age group from 
20 to 40. 

The incubation period is less than 
eight days. Most, but not all, cases give 
a history of definite exposure in the 
forest and from about a third of these 
a history of tick bite in the ten days 
preceding the onset of illness has been 
elicited. 

The onset is as a rule acute, with 
fever and headache, followed by pain in 
the back and extremities. Conjunctival 
redness is frequently seen early in the 
disease, Gastrointestinal and pulmonary 
symptoms have been observed. Dehy- 
dration, prostration, and mental confu- 
sion have occurred in some cases. 

Episodes of bleeding may occur dur- 
ing the illness. Epistaxis and oozing 
of blood from gums on pressure are the 
commonest signs of bleeding and gastro- 
intestinal hemorrhage may rarely occur. 
Blood stained sputum has been seen in 
some cases. The loss of blood by oozing 
gums or epistaxis is not such as to cause 
shock or endanger life. However, con- 
siderable quantities of blood may be lost 
through gastrointestinal bleeding. A 
majority of the cases has no bleeding 
manifestations at all. 

The duration of fever is from five to 
14 days. When first seen, the patient 
may be afebrile but severely ill. In some 
cases, the disease runs a biphasic course. 
The second phase occurs after an afebrile 
interval of from five to 17 days and is 
characterized by intense headache and 
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fever. During the second phase, ab- 
normalities in CSF may occur, suggest- 
ing mild neurological involvement, Para- 
lytic incidents have not been seen. 

In the acute illness, leukopenia is al- 
most always present and WBC counts 
as low as 800/ccm have been observed. 
Thrombocytopenia of a variable degree 
is also an important feature of the illness 
and, in the majority of cases, agglutinat- 
ing antibodies to thrombocytes and leu- 
cocytes have been found. 

Initially, the fatality rate was esti- 
mated as between 25 per cent and 30 
per cent. The estimate was based on 
reported cases and deaths before vi- 
rological and serological diagnoses were 
undertaken. With the introduction of 
rigid laboratory criteria for diagnosis 
and implementation of a rational sup- 
portive therapy. the fatality rate was 10 
per cent in the 1957 epidemic and be- 
tween 4 per cent and 6 per cent in 1958 
and 1959. 

As is the case with most infections 
of viral origin, there is no specific cura- 
tive treatment for KFD. Most important 
is the maintenance of fluid and electro- 
lyte balance as dehydration may be 
marked in the more severe cases. 

The diagnosis is made by the isolation 
of virus from blood and the demonstra- 
tion of rise in titer of antibodies in 
paired serum specimens. As with other 
members of the RSS complex, the vi- 
remia is of long duration and the virus 
has been isolated from two days prior 
to the onset of symptoms to ten days 
after their onset. 

The serological response to the infec- 
tion is of interest. When KFD is the 
only group B virus infection in an in- 
dividual, the highest titers in CF and 
HI tests are obtained against KFD anti- 
gen. The cross-reaction with other group 
B virus antigens, such as West Nile, 
Japanese B encephalitis, and dengue, 
may be present, but is not of such an 
order as to confuse interpretation. How- 
ever, when KFD is the second group B 
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virus infection, i.e.. when it is super- 
imposed on a background of previous 
group B infection, very high CF and HI 
titers are obtained against a number of 
group B antigens and diagnosis of infec- 
tion on the basis of these tests alone 
becomes difficult or impossible. If an 
individual experiences successive infec- 
tions with two group B viruses, neither 
of which is KFD, he may still have very 
high titers of CF and HI antibodies to 
several group B antigens including KFD. 
In fact, the highest titers of CF and HI 
antibodies to KFD, seen at the Virus Re- 
search Center, have been found in some 
sera received of cases from the Thailand 
hemorrhagic fever epidemic, though 
these patients could not have suffered 
from KFD infection as the sera were 
completely negative in neutralization 
tests against KFD. 

The virus has been cultivated in tissue 
culture, using monkey kidney, chick em- 
bryo, and hamster kidney tissues, and 
HeLa cells. _Cytopathogenic changes 
have been observed after adaptation of 
the virus through successive passages. 
Although such changes have not gen- 
erally been seen in the first passage, 
the chick embryo cells have proved as 
sensitive as infant mice for primary 
isolation of the virus if the presence of 
virus was established by subsequent in- 
oculation into mice. The strain adapted 
to monkey kidney cells produced plaques 
on monolayers. Over a hundred pass- 
ages in monkey kidney or chick embryo 
cells have not altered the pathogenicity 
of the virus for mice. 

In the 1959 epidemic of KFD, oppor- 
tunity occurred to investigate whether 
virus was present in the milk of lactating 
mothers and if the breast-fed child be- 
came infected. The virus could not be 
isolated from milk specimens collected 
both during viremic and _postviremic 
phases of the mothers’ illness and none 


of the breast-fed children could be 


shown to have undergone KFD infection. 
In contrast to most other arbor vi- 
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ruses, the ratio of clinical to subclinical 
infection is high for KFD. Our work- 
ers’ present impressions, based on in- 
tensive epidemiological investigations, is 
that more than 50 per cent of KFD in- 
fections manifest themselves as overt 
clinical disease. 

Characteristic of most arthropod-borne 
viruses is the fact that to them man is 
of relatively minor importance for main- 
tenance in nature and this appears to be 
so with KFD also. Thus, we have found 
that the range of natural hosts for KFD 
virus is broad. Most conspicuous of 
the extra-human hosts, resident in the 
epidemic area, have been two species of 
monkeys in whom there has been heavy 
mortality. It was the discovery of a 
number of dead monkeys which first at- 
tracted the attention of our Virus Re- 
search Center and led to the investiga- 
tion of the disease. Evidence of infection 
in forest rats, striped squirrels, shrews, 
various birds including the peacock, jun- 
gle fowl, and woodpecker, and in domes- 
tic animals, such as cattle and water 
buffalo, has also been collected by neu- 
tralization tests. It will no doubt be 
many years before the significance of 
the role played by each of these crea- 
tures, as well as others yet to be studied, 
can be assessed. We may console our- 
selves, however, with the thought that 
there are still unanswered questions in 
the problem of yellow fever reservoirs 
more than half a century after the initial 
work of the Walter Reed Commission. 

During the ectoparasite studies of 
mammals, it was found that cattle har- 
bored large numbers of adult Haema- 
physalis ticks. An attempt was there- 
fore made to determine whether the 
cattle would show serological evidence of 
infection. Cattle sera collected from the 
infected ‘locality showed neutralizing an- 
tibodies, but CF and HI antibodies were 
not demonstrable. The percentage of 
sera containing neutralizing antibodies 
was found to be much higher among 
those obtained from cattle than among 
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those of other animals examined in the 
same localities. This indicated that cat- 
tle sera could profitably be employed 
for determining the presence or absence 
of virus activity in a locality, a deduction 
substantiated by subsequent experience. 

While intensive year-long collections 
of the various hematophagous arthro- 
pods of the area have been made and 
inoculations made into mice for virus 
isolation. the agent has been recovered 
only from ticks. All KFD_ isolations 
have from ticks of the 
Haemaphysalis. principally the species 


heen genus 


H. spinigera, Immature Haemaphysalis 
have been found to comprise nearly 90 
per cent of the ticks taken in ground 
collections during the dry season month 
of April when the peak incidence of hu- 
man cases and monkey deaths occurs. 
Ticks of this genus also make up the 
bulk of the ticks found attached to mon- 
keys. man. and birds. Small mammals. 
however. are principally parasitized by 
ticks of the genus Ixodes. from which 
This 


perhaps elucidates in part the finding of 


the virus has not been recovered. 


a relatively low incidence of antibodies 
in the substantial sample of these ani- 
mals studied in the epidemic area. 
Infections in man are believed to be 
contracted by tick bite. As stated earlier. 
careful questioning during the 1959 epi- 
demic season elicited a history of tick 
bite in a litthe more than a third of the 
In comparison with 
monkeys and ground inhabiting birds. 


confirmed cases. 


however. man must be considered only 
a fortu- 
circumstance 


a casual host for H. spinigera 
nate circumstance a 
which we believe explains the moderate 
incidence of human cases in the fresh 
soil of a population newly exposed to 
the KFD virus. 

In laboratory experiments it has been 
shown that tick larvae fed on experi- 
mentally infected animals become them- 
selves infected and that the virus passes 
transtadially to the subsequent nymphs 
and adults. There has been only limited 


opportunity to investigate the question 
of whether the virus passes transovarially 
from adult females to larvae of the next 
generation. The experiments done so 
far have not been conclusive and further 


work is needed. If such transmission 


does occur, it is probably of a low fre- 


quency. This is in contradistinction to 
the reported transovarial transmission of 
the closely related virus of RSS_ en- 
cephalitis. 

Control of these hemorrhagic fevers 
can be attempted in several ways: (1) 
reduction of vector-human_ contacts: 
(2) control or eradication of intermedi- 
ate hosts and vectors; (3) immunization 
of the exposed populations. 

The tick-borne virus diseases pose a 
dificult problem. Effective tick control 
over very large areas has never been 
very successfully accomplished. The 
Russian workers apparently did not at 
first consider this as a feasible approach 
and concentrated on the development of 
a prophylactic vaccine. However. in re- 
cent years, they have reported good re- 
sults in tick control over moderately 
large forest areas by heavy applications 
of chlorinated hydrocarbon insecticides. 
In India. tick control was at first con- 
sidered for KFD. but a_ realistic ap- 
praisal of the magnitude of the effort- 
and the lack of certainty of success 
forced us to abandon this idea. 

Having given up the idea of tick con- 
trol, attention was naturally turned to 
prophylactic vaccination, particularly in 
view of the Russian experience indicat- 
ing that a formalin-inactivated RSSE 
virus vaccine was more than 95 per cent 
effective in reducing the incidence of 
disease in the population at risk, and 
was quite safe to administer. 

It was of course logical to use the 
indigenous KFD virus for the production 
of vaccine. However. no information 
was available at the time on the safety 
of a formalin-inactivated KFD vaccine 
and safety tests of adequate size were 
found impracticable to undertake. Also, 
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preliminary work indicated that, in 
mouse potency assays, protection af- 
forded against KFD challenge by the 
RSSE and KFD vaccines were compara- 
ble. For these reasons the vaccine for 
use in India was made from the RSSE 
virus. The vaccine was prepared at the 
Walter Reed Army Institute of Research, 
Washington, D. C. Over 22,000 doses, 
on receipt, were administered to the 
residents of the KFD epidemic area and 
to the population of a belt of surround- 
ing villages. 

The recommended procedure for vac- 
cination was the administration of three 
doses. one each on days 0, 7, and 35. 
Approximately 50 per cent of the popu- 
lation received vaccination. Half this 
number took one dose and half com- 
pleted the full course of three doses. 
In those receiving three doses, the rec- 
ommended spacing between doses could 
be followed only in a_ proportion of 
cases. No untoward reaction to the vac- 
cine was noted. 

The vaccine did not produce any CF 
antibodies against the KFD virus. In 
HI tests no response to the vaccine could 
be detected in a large majority of sera; 
only about 5 per cent showed a four- 
fold increase in antibodies. The majority 
of the paired sera showing greater than 
fourfold rise were those with group 
B HI antibodies in the prevaccination 
sera. 

Neutralizing antibodies to KFD did 
develop in a proportion of those who 
were immunized, but, in the majority of 
cases, some response could be detected 
only if the test was rendered highly 
sensitive by employing low doses of virus 
and the peripheral route of inoculation. 

The ultimate test of efficacy of a vac- 
cine is its capacity to reduce the inci- 
dénce and severity of the disease in the 
figld. During the 1959 epidemic sea- 
son. intensive efforts were made to detect 
cdses in the test population that I have 
veferred to, so as to obtain an estimate 


of the efficacy of the vaccine. Surveil- 
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lance of vaccinated cases by weekly 
visits to their villages was carried out. 

While the analysis of the total experi- 
ence is not yet complete. and the data 
do not readily lend themselves to critical 
analysis, broad trends are already ob- 
servable from the work done so far. The 
accumulated evidence indicates that the 
vaccine did little to reduce the incidence 
of the disease, and the attack rates in the 
vaccinated and unvaccinated were not 
significantly different. 

It is difficult to say whether the vac- 
cination has resulted in the reduction 
of the severity of the disease. No strik- 
ing differences can be noticed when the 
illness of the vaccinated is compared 
with that of the unvaccinated, with ref- 
erence to duration, frequency of hemor- 
rhagic episodes, and proportion of re- 
lapses. 

A further confirmation of the ineffec- 
tiveness of the vaccine is provided by 
the fact that both overt and subclinical 
KFD infections have occurred in some 
of the fully vaccinated members of the 
staff of the Virus Research Center in 
Poona. 

One may speculate on the reasons why 
the RSSE vaccine, which is believed to 
he effective against RSSE_ infection, 
should be ineffective against KFD. This 
is probably because, as we now know. 
the two viruses, though closely related 
immunologically, are not identical. 

Thus, our experience with the RSSE 
vaccine presents a strong case for use 
of the indigenous virus for the produc- 
tion of vaccine. Preliminary experi- 
ments have indicated that the KFD vac- 
cine is probably more effective than 
RSSE vaccine in preventing viremia and 
illness in monkeys. Antigenic analysis 
of ten strains of KFD virus has been 
done to determine the most suitable 
strain for vaccine production. A labora- 
tory is being set up at the Haffkine In- 
stitute in Bombay to produce experi- 
mental lots of KFD vaccine and test 
them in suitable animals. 
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Even if a suitable inactivated vaccine 
is developed against KFD, it is prob- 
lematical if a vaccine which requires 
repeated administration can become a 
feasible public health measure. Despite 
concentrated efforts by the public health 
department of Mysore State in 1958, 
only about 25 per cent of the population 
at risk could be immunized with three 
doses of vaccine. 

Our need then is to develop an aviru- 
lent live virus vaccine which may give 
long-lasting immunity after a single dose. 
This is perhaps the proper place to recall 
my reference earlier to the Malayan 
virus of the RSS complex, TP 21. This 
virus differs from other members of the 
complex in some important respects. It 
has low pathogenicity for adult mice 
when administered by the peripheral 
route and is thus capable of immunizing 
adult mice when given in a single in- 
jection. Experiments in mice have shown 
that while an inactivated vaccine of this 
virus offers little protection against the 
challenge of KFD, RSSE, louping ill. 
and Omsk hemorrhagic fever viruses, 
mice immunized by active infection with 
this virus are solidly protected against 
peripheral challenge with the other vi- 
ruses of the complex. It seems probable 
that an avirulent strain developed from 
any one of the viruses of the complex 
may provide protection against all mem- 
hers of the complex. This is indeed a 
challenging hypothesis and. if such a 


vaccine could be developed, we would 
have a practical answer to the public 
health problems posed by the encephali- 
tides and hemorrhagic fevers caused by 
viruses of the RSSE complex in the 
whole of Eurasia. 

In 1944, I had the privilege of attend- 
ing a meeting of the American Public 
Health Association in New York where 
Dr. Raymond Fosdick put forward the 
concept of Public Health as an Interna- 
tional 2rob'em (A.J.P.H., 1133-1138, 
Nov.. 1944). The story of the widely 


spread arthropod-borne viral agents that 
has unfolded itself in the subsequent 
years has served to strengthen that con- 


cept. Yellow fever. endemic in Africa 
and the New World, is of equally grave 
concern to Asia. The tick-borne en- 
cephalitides and hemorrhagic fevers of 
RSS complex, which in the past 15 years 
have been found to be so widespread in 
Eurasia, should be of concern to you 
here. The arthropod-borne viral agents 
of disease do not recognize any national 
frontiers, but they do recognize biologi- 
cal frontiers which are yet to be clearly 
defined. The present convention with 
its theme: “Public Health Is One 
World.” could not have been better 
timed. We may not concern ourselves 
here with the characters of Jennings’ 
play, but we certainly appreciate that, 
in hemorrhagic fevers as in so many 
human affairs, there are “No More Fron- 
tiers.” 


Dr. Pandit is director, Indian Council of Medical Research, New Delhi, India. 
This paper was presented before the Laboratory Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 


City, N. J., October 20, 1959. 
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CARDIORESPIRATORY DISEASE AS A FIELD FOR 


INTERNATIONAL RESEARCH 


D. D. Reid, M.D. 


N HIS RECENT BOOK on our Queen 

Mary, Mr. Pope-Hennessy describes 
the last illness and death in 1910 of her 
father-in-law King Edward VII. . . “His 
convalescence from a painful accident 
had been complicated by pleurisy and 
in the last years of the old century his 
attacks of breathlessness, attributed to 
bronchitis, but also caused by excessive 
smoking, had been frequent and bad. 
He began his reign feeling ill, exhausted 
and depressed”—and later—*in the last 
three years of the reign . . . his bronchial 
colds sometimes accompanied by sudden 
fainting fits became more frequent and 
recalcitrant. To some of his family who 
witnessed the terrible fits of breathless- 
ness which seized him it appeared that 
the end of his reign could not be far off 
—yet when this came it seemed as 
abrupt and shocking as death always 
does.” 

This is a clinical picture with which 
physicians in England are only too famil- 
iar; and in a working man in the in- 
dustrial cities of the North of the coun- 
try the down-hili progress would have 
been much more rapid. Yet in the 
United States, “chronic bronchitis” and 
“emphysema” are relatively seldom given 
as causes of death. Indeed, one has the 
impression that the American physician, 
listening to all our talk of cough and 
cold, of sputum and smog, secretly sus- 
pects that our air pollution problems 
make British physicians see all clinical 
medicine through smoke-tinted specta- 
cles. 
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International Comparisons in Mortality 


Perhaps we should dismiss interna- 
tional comparisons in mortality experi- 
ence with the phrase once applied to 
history—‘a vast Mississippi of false- 
hood”; for it is certain that many of 
the differences between countries in their 
recorded death rates from the chronic 
degenerative diseases stem from varia- 
tions in national custom in the diagnosis, 
classification, and coding of these causes 
of death. I find it difficult to believe. 
however, that the pattern of death rates 
in different countries is entirely a re- 
flection of the selection of standard medi- 
cal textbooks used there. Between coun- 
tries with standards of medical care as 
alike as the United States, England and 
Wales, and Norway, for example, there 
are very suggestive discrepancies in mor- 
tality experience from cardiorespiratory 
disease; and these differences are most 
marked among younger people. As Fig- 
ure 1 shows, men in the United States 
between 45 and 54 have a death rate 
from the arteriosclerotic and degenera- 
tive group of heart diseases which is 
almost twice as high as their contem- 
poraries in England and Wales and three 
times as high as the corresponding rate 
for Norwegians. England and Wales, 
on the other hand, has by far the highest 
rates for acute and chronic respiratory 
affections such as bronchitis and pneu- 
monia and for cancer of the lung. Bron- 
chiectasis and emphysema not ascribed 
to bronchitis are not included in the 
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International Short List of Causes of 
Death. but they are relatively rare 
causes of death in all three countries and 
their inclusion would make little differ- 
ence to the observed pattern. When dis- 
orders where hypertension is a major 
clinical feature such as vascular lesions 
of the central nervous system and 
chronic nephritis are grouped together. 
the United States and English rates are 
remarkably alike; but both are apprecia- 
bly above the Norwegian level. 

Death certification and coding habits 
may certainly explain some of these dis- 
parities; but it seems unlikely that any 
shuffling of essentially the same number 
of deaths into different diagnostic boxes 
is the whole solution. Not only is the 
rate for all such causes taken together 
higher in the United States than in Eng- 
land and Norway. but the Norwegians 
have consistently the lowest death rates 
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Figure |—Major Cardiorespiratory Death Rates per 100,000 per Annum 
(Males Aged 45-54 years)—from Annual Epidemiological and Vital 
Statistics, 1955. World Health Organization. 


ENGLAND & 
WALES 


for each one of these major types of 
cardiorespiratory disorder. 

Figures such as these raise the ques- 
tion whether the pattern of international 
mortality from the diseases of middle 
life is entirely random or whether it is 
a coherent expression of international 
variation in major factors in disease 
causation. A little idle speculation could 
suggest, for example. that air pollution 
might be responsible for the excessive 
respiratory disease death rates in Eng- 
land and Wales; but the same explana- 
tion may not apply to the differences in 
coronary heart disease. On the other 
hand. Figure 2 shows markedly different 
time trends in the consumption of manu- 
factured cigarettes between the United 
States. the United Kingdom, and Nor- 
way which suggest cigarette smoking as 
a possible cause of international varia- 
tion in death rates, e.g., from coronary 
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heart disease. When these national death 
rates among men between 45 and 55 
for the 14 countries included in the 
WHO epidemiological review are corre- 
lated with the average national level of 
consumption at the same time (as shown 
in Figure 3), the closeness of the asso- 
ciation becomes quite obvious. Such a 
correlation could, of course, simply ex- 
press the relation of coronary disease 
with some linked feature of the standard 
of living such as diet, or to some cor- 
responding gradation in the national 
levels of diagnostic skill or facilities. 
These related factors, e.g., skill in elec- 
trocardiography, are likely to apply 
equally to both men and women within 
the same country. Male:female death 
ratios should, therefore, be much the 
same in all countries although the level 
of the threshold of diagnostic recogni- 
tion may vary widely. In fact. these 
male :female ratios are generally highest 
in countries with high coronary disease 
death rates and vice versa. We can 
safely assume that. biologically at least. 
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neither men nor women differ much 
from country to country. The high cor- 
relation between the male death rate at 
ages 45-54 from the arteriosclerotic heart 
diseases and the contemporary national 
levels of cigarette consumption would 
at least suggest that in this particularly 
masculine habit we have a plausible ex- 
planation of the observed pattern of re- 
corded mortality from coronary heart 
disease. 


The Need for Research 


Whether the purists approve or not, 
international comparisons in mortality 
will be used in the future in formulating 
hypotheses such as this just as they have 
been used in the controversies about the 
role of diet in atherosclerosis or smoking 
in cancer of the lung. The practical 
issue is whether or not these disparities 
in death rates mean what they appear 
to say about national levels of disease 
experience. If they do, they could prove 
most useful clues to specific national 
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Figure 2—Time Trends in Consumption of Manufactured Cigarettes (from 
Todd, G. F. (1959) Research Paper No. 1. 
Tobacco Manufacturers Standing Committee). 


1940 1950 1969 


Statistics of Smoking. 


4 
4000 
UNITED 
A 
/ 
2000. 
q 
a 
AN 
on 
° 
; 
55 


ANNUM 


RATE PER !O00000 PER 


DEATH 


NEW ZEALAND 


gare KINGDOM 


'TZERLANOD 
NETHERLANDS 


500 1500 


2000 2500 3P00 3500 


CIGARETTE CONSUMPTION PER ADULT PER ANNUM 


Figure 3—Relationship of Levels of Smoking of Manufactured Cigarettes and Death 
Rates at Ages 45-54 from Arteriosclerotic Heart Disease. 


habits and conditions of life which pre- 
dispose to disease and premature death. 
If they do not, we should at least try 
to define the limits of our ignorance 
and stop drawing unwarrantable conclu- 
sions from them. This means in prac- 
tice, | believe, special surveys first, to 
assess the variability between particular 
countries in the diagnosis and classifica- 
tion or coding of causes of death and, 
second, to verify that differences in death 
rates truly reflect differences in the 
prevalence or incidence of specific dis- 
eases in the areas to which they apply. 

Differences between national vital sta- 
tistics offices in their practice in the 
classification and assignment of the re- 
ported cause of death may be important 
and some studies of this aspect of the 


problem are now in hand. Samples of 
death certificates from various countries 
are being coded in other national offices 
and some discrepancy certainly exists, 
e.g.. in the coding of the cardiovascular 
disorders (Morrison, personal communi- 
cation).! The same principle of using 
standard test material has already been 
applied in some of our own work on the 
regional distribution of cardiorespiratory 
mortality within the United Kingdom 
(de Fonseka 1958).* A series of clini- 
cal histories of patients dying from the 
more complex forms of cardiac failure 
were presented to 87 members of the 
British College of General Practitioners 
who differed in their training, experi- 
ence, and place of practice. These doc- 
tors were then asked to complete a 
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“death certificate” for each of these pa- 
tients. The certificates were then coded 
in the usual way at our Registrar- 
General's Office. Figure 4 shows the 
distribution of assignments thus obtained 
in the case—typical of those in whom 
difficulty arises—of a woman of 61 who 
gave a history of chronic cough and 
increasing breathlessness who died after 
admission to hospital with signs of pul- 
monary congestion and right-sided heart 
failure. While it is true that 65 per cent 
of these British doctors agreed in their 
allocation of cause of death, the difficulty 
of distinguishing between cardiac and 
respiratory modes of dying in such cases 
is patent. Clearly, some international 
studies along the same lines are needed 
to assess the numerical importance of 
such differences in diagnostic habit in 
the certification of cause of death. 


The Standardization of Diagnosis 


At the same time we need to determine 
by appropriate field surveys the rela- 
tionship between death rates from a 
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specific disease and its prevalence in 
the population to which that death rate 
refers. In such comparative studies pre- 
cision in disease definition is funda- 
mental, As A. N. Whitehead put it “a 
definition a day keeps the charlatan 
away.” Recent British experience in 
surveys of chronic respiratory disability 
in different areas suggests that two tech- 
nical methods may be helpful in this 
context—the detailed standard clinical 
questionnaire and a simple test of lung 
function suitable for use in field condi- 
tions. 

By careful wording of the questions 
and briefing the survey team, it proved 
possible to obtain quite consistent an- 
swers to questions such as: Is your 
breathing different in summer and win- 
ter? 

Once individual symptoms have been 
elicited in this way, an epidemiological 
study of defined symptoms becomes pos- 
sible. We have found, for example. that 
fogey weather has a much greater effect 
on city dwellers than on country people 
and itemized information like this is 
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Figure 4—Distribution of ‘‘Certified Cause of Death” in a Standard Case 
by 87 British General Practitioners. 
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Figure 5—Distribution of Wright Peak Flow Meter Results in Patients with and With- 
out Chronie Bronchitis Found in Population Survey by British College of General 


Practice. 


certainly useful. Later, we can group 
up sets of such questions in a standard 
way. e.g. to aecept as bronchitic a pa- 
tient giving positive responses to specific 
questions on cough, sputum production, 
and breathlessness. This in turn frees 
our interregional comparisons from the 
uncertainties of results based only on 
over-all clinical diagnosis made by physi- 
cians whose conceptions. e.g. of em- 
physema as a disease entity, may vary 
quite widely. Classificatory methods 
such as these cam be further supple- 
mented by the use of simple standard 
physical tests such as the Wright peak 
flow meter. As Figure 5 shows. this 
simple test does help to differentiate 
patients whom British G.P.’s call “bron- 


chities” from the rest of the population: 
and it should prove useful in expressing. 
in a standardized way. the severity of 
respiratory disorder. 

The ordinary physician may view such 
“synthetic” diagnosis with as much 
relish as we regarded a_ reconstituted 
egg during the war. The justification 
for the use of either of these substitutes 
lies in the promise which both give of 
filling a clamant void. 


Surveys in Occupational Groups 


Ideally, international comparative 
studies should be based on random sam- 
ples of the whole population. But this 
may not be immediately practicable. 
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There is much to be said, therefore, for 
the survey of a specific occupational 
group common to all countries, such as 
postmen or transport workers. Not 
only are they usually both accessible and 
cooperative, but the similarity in job 
and social status standardizes at least 
two of the variables in the equation. 
The geographical distribution of their 
morbidity experience can match quite 
closely the regional death rates for the 
population as a whole. The wastage 
rate from death or permanent disable- 
ment because of chronic bronchitis 
among British postmen, for example. 
correlates quite highly (r=0.68) with 
the death rate from that cause for all 
their contemporaries in the area where 
they work. 


Opportunities in International 
Comparisons 


One of the most intriguing opportuni- 
ties offered by similar studies carried 
out. e.g.. in countries as atmospherically 
different as the United Kingdom and 
Norway. is the possibility of making 
detailed between-study comparisons. In 
both countries, a relationship may be 
observed between cigarette smoking and 
emphysema. But in the United King- 
dom. the effect of smoking may accentu- 
ate the results of air pollution to give 


a steeper trend. In any event, the defi- 
nition and standardization imperative in 
such studies may at least answer the 
rather plaintive question recently put 
(Mitchell, 1959) in an American sym- 
posium on the subject—‘Is ‘bronchitis’ 
as the British use the term partially or 
wholly synonymous with ‘emphysema’ as 
we use the term?” We might even be 
able to resolve our present differences 
about which of these conditions is cart 
and which is horse and to establish 
whether cor pulmonale as we see it forms 
any appreciable part of American death 
rates from heart disease. 

In the United States, recorded deaths 
from such cardiorespiratory conditions 
as emphysema, while still relatively in- 
frequent, are mounting faster than any 
other cause of death (Dorn, personal 
communication).* The support being 
given by the National Heart Institute for 
an international meeting to discuss what. 
if anything, can be achieved by joint 
United States-United Kingdom studies in 
this field is therefore timely; for, as the 
story of King Edward proclaims, death 
from these obscure disorders spares 
neither king nor country. 
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DEVELOPMENT OF HOME CARE PLANS IN DENMARK 


Eli Magnussen, R.N. 


HEN MEDICAL SCIENCE was founded 
Wie practice of medicine was a form 
of home care, that is to say the patient 
was treated at his home by the physi- 
cian, and under his direction the patient 
was nursed by suitable members of his 
household. The institutions for sick peo- 
ple established in the course of time had 
a welfare purpose, and were intended 
for the patient who had no one, the poor, 
and others who could not be looked after 
at home. 

Patients were attended in their homes 
right up to the middle or the close of 
the last century, and hospitalization was 
a thing to be avoided as far as possible. 
It was only as a consequence of the 
evolution of surgery that somewhat over 
a generation ago hospitals with specially 
trained physicians began to assume an 
essential role in providing treatment. 
Since then, developments in medical sci- 
ence have been fantastic. Innumerable 
technical and scientific aids have been 
and are being created, and for practical, 
objective, and economic reasons are be- 
ing concentrated within the hospitals 
where specialists of all kinds endeavor 
to procure the best possible treatment for 
the patients. 

We see today, and in the future we 
shall witness the constantly increasing 
centralization within the hospitals of a 
steadily developing specialization of 
medical sciences, Simultaneously, tech- 
nical progress in industry and com- 
merce produces revolutionary advances 
which, almost from one day to the next, 
involve changes both in the life of the 
individual and in the structure of a 
community. Medical treatment is no 
longer a concern of patient and doctor 
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alone. It has become everybody's affair, 
to which the government of a community 
must give special priority—depending of 
course upon the stage of development of 
the particular community. However, I 
think the following generalization can 
be accepted as valid: The higher the 
stage of development of medical science 
in a community—the more developed 
and costly its hospital system — the 
greater is the obligation of that com- 
munity to see to it that every single 
individual, no matter what his standing 
may be, can share in those benefits. 

If we accept this point of view. the 
next question is: How can this be done? 

The problem is being discussed locally 
and indeed internationally. The World 
Health Organization stands as the ‘dy- 
namic expression of the present-day 
interest in, and recognition of, the all- 
important significance of health services 
in the life of the community—embracing 
every member of the community. In 
conjunction with the Tenth Assembly in 
1957, two days were set aside to dis- 
cuss “The Role of the Hospital in the 
Public Health Program.” To many of 
the participants, the hospital, as the large 
health center of both curative and pre- 
ventive work, was the high ideal, and 
the tendency was to greet centralization 
as the coming thing. 

It is only natural that representatives 
of countries where there is a shortage 
of doctors, and perhaps especially of 
nurses, are in favor of a concentration 
of the available and qualified personnel. 

But (if a community has adequate 
resources of money and personnel) is 
concentration, centralization, the proper 
way? In short, can effective curative 
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work be done in another manner than 
by centralization, and if so, is the alter- 
native decentralization? 

If the same good result as that obtain- 
able from centralized treatment in hos- 
pital can be obtained by delegating part 
of the treatment and the nursing of the 
patient to his home, it may be a con- 
siderable advantage to do so; in that 
case, how can it be organized? Time 
will not permit a description and evalua- 
tion of measures and facilities that are 
possible, half-way between decentraliza- 
tion and centralization, such as_poli- 
clinics, outpatient clinics, B hospitals, 
and so on. Instead I shall describe the 
system in Denmark where we have gone 
in for the decentralized system partly on 
a traditional basis, partly as a conse- 
quence of political developments, and 
also because the leaders of our health 
system and our medical profession con- 
sider it most suitable for Danish con- 
ditions. 

Denmark has a population of four and 
a half million, and we have 5,200 doc- 
tors. which means one doctor for 860 
people. There are 5.6 general hospital 
beds per 1,000 of the population (or 
22.500 beds in all). The hospital system 
belongs to local authorities and covers 
the whole country, with never more than 
20 miles to a hospital. 

About half of the physicians are em- 
ployed at the hospitals as permanent 
staff. The system of outside doctors 
treating their own patients at the hospi- 
tals, which is practiced in some coun- 
tries, is unknown in Denmark. Of the 
other half of the doctors, the majority 
are private practitioners. There is one 
nurse to every 270 inhabitants, with 
about 7.000, or 47 per cent of the total, 
working at the general hospitals; 1,500 
are employed at mental hospitals (11 
mental hospitals with 9,900 beds), and 
1,300 nurses are engaged as visiting 
nurses; in addition, there are about 500- 
700 public health nurses. 

About 85 per cent of the adult popu- 
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lation are beneficiary members of sick- 
ness insurance societies (sick clubs) and 
get free medical treatment in and 
out of hospital, thus pecuniary circum- 
stances are never an obstacle to ad- 
mission to hospital. The sickness in- 
surance clubs are private societies, in 
whose development the medical profes- 
sion has taken a very great interest from 
the very beginning. 

They were mostly founded by occu- 
pational groups in the middle of the last 
century. Since 1892 they have received 
state subsidy. This sickness insurance 
system has had a great influence on the 
development of hospitals, because it in- 
volves free hospitalization for the mem- 
bers of the sick clubs, and as the mem- 
bership increased it was necessary to 
increase the number of hospital beds. 

Since 1933, when membership in a 
sickness insurance society was required 
as a prerequisite for getting old age or 
invalidity benefits, so that 85 per cent 
of the population are members, the pres- 
sure on the hospitals has increased pro- 
portionately. As a result extensive build- 
ing and expansion of hospitals has been 
carried on in the last 20 years. Because 
of this development Denmark is perhaps 
one of the few countries in the world 
where the fullest pressure on the hospi- 
tals has been reached, and it is therefore 
natural that we have sought ways and 
means to lessen the pressure by rational- 
ization. 

Home nursing care was introduced in 
Denmark on private initiative, at the 
close of the last century, and up to quite 
recently 80 per cent of the population 
had had access to home nursing care, 
which however had been organized in 
various ways in the different areas. 

In 1957 parliament passed a Home 
Nursing Care Act which made it obli- 
gatory for the local authorities to or- 
ganize a system of home nursing care, 
thus decentralizing the care of the pa- 
tients. This act, together with the sub- 
sequent ministerial order, was based 
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upon the work of a commission which 
had examined the size of the districts, 
the financial circumstances, and the like. 
The requirements of home nursing care 
now are as follows: The local authorities 
must arrange for a home nursing care 
system; they need not administer it 
themselves but may leave it to a sickness 
insurance club or private agency. <A 
public subsidy is made, varying accord- 
ing to whether it is a town or a country 
district. The size of each district is 
fixed at 2.500 inhabitants in the rural 
areas, but only if motor vehicles are 
made available. In the towns from 4.000 
to 5.000 inhabitants is the total con- 
sidered suitable for a visiting nurse (on 
a bicycle). The nurses must be regis- 
tered. 

Home nursing services in towns must 
have the approval of the Ministry of 
the Interior, and in rural areas of a 
committee of the County Council after 
consultation with the county health of- 
heer, 

These health officers represent the 
National Health Service locally. This 
means that the National Health Service 
in its advisory and supervising capacity 
is concerned with all objective matters 
involving home nursing care. and that it 
also assembles the necessary statistics in 
order to keep abreast of developments. 

How is the home care of patients or- 
ganized? The home nursing service 
works in close contact with the private 
practitioner, and the visiting nurse only 
takes care of patients upon a doctor’s 
orders. She does actual nursing care 
only during short visits once or twice 
daily to a patient. She can make an 
average of 15 visits a day. with an aver- 
age of 20 minutes per visit. She will 
do bedside care, change dressings. give 
injections, do catheterization, and so on, 
hut public health work is not included 
in her job: this in Denmark is done by 
special public health nurses. As the hos- 
pital nurse assists the hospital doctor the 
visiting nurse assists the family doctor. 


As mentioned before there are about 
2.700 general practitioners, of whom 
about 500 are specialists, and they are 
distributed evenly over the whole coun- 
try. There is a close cooperation be- 
tween the private practitioner and the 
specialist. The private practitioner has 
his private patients, but the largest num- 
ber of his patients are members of the 
sickness insurance societies. If spe- 
cialist treatment is needed, he can trans- 
fer the patient to the specialist and the 
sickness insurance will pay. 

The private practitioner is also a kind 
of a specialist. As the family doctor he 
knows the ‘person behind the disease. the 
patient's environment. his social and 
family problems; and, this being of fun- 
damental importance in medical care 
he is best qualified to advise the patient 
as to his treatment and to what extent 
special assistance is required either in- 
side or outside the hospital. If a patient 
does not need hospital admission. the 
visiting nurse attends to the patient in 
the home and gives the required care 
and treatment according to the doctor's 
orders. Certain examinations calling for 
special apparatus can be made ambu- 
lantly at the nearest hospital by the staff 
there. They keep the practitioner ad- 
vised and the sickness insurance will pay 
the transportation. The patient is hos- 
pitalized if necessary. but as quickly as 
the situation warrants he is discharged 
to his home where treatment and nurs- 
ing care are continued by the family 
doctor and the visiting nurse. 

A few figures from Copenhagen. 
where home nursing care has gone 
through an unusually efficient develop- 
ment. may illustrate the usefulness of a 
well organized system. 

For many reasons it has been difficult 
to expand the hospital system in Copen- 
hagen since the war. In order to ease 
the heavy pressure of admissions to the 
hospitals an extension of the home nurs- 
ing care system was embarked upon and 
the staff was enlarged by more than 100 
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per cent. The number of patients at- 
tended to by the nurses corresponds to 
a hospital with about 1,000 beds; the 
cost of one sick day under home care is 
ten times less than at a hospital. Of 
course, the problem is not always solved 
by a visiting nurse calling once or twice 
a day and administering special treat- 
ment and attention. If the housewife, 
for instance, is ill, somebody has to do 
the cooking and the housework. This 
is done by women engaged for the pur- 
pose; they are called house-mothers help- 
ers and are requisitioned by the doctor. 

Gradually as the home care plan 
passed through its various phases it was 
emphasized time after time that it must 
be capable of relieving the expensive 
hospital beds. That was the point made 
by the Ministry of the Interior in setting 
the terms of reference for the commis- 
sion appointed to make recommendations 
for the organization of our home nursing 
care, and the Copenhagen figures show 
that it can be done. 

However, we still have some problems 
to solve. 


Cooperation 


The general practitioner and the dis- 
trict nurse usually work excellently to- 
gether, but the problem of cooperation 
between hospital and district is still to 
be worked out. This must be coordi- 
nated with the organization of coopera- 
tion between hospital staffs and general 
practitioners. We are trying to improve 
this by means of a closer personal con- 
tact between the two groups of doctors, 
and at the same time we are interested 
in perfecting a system for similar coop- 
eration between the hospital nurse and 
the visiting nurse. 


Training 


We are living in the age of specializa- 
tion. It is impossible for one person 
to be familiar with the details of all the 
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different special branches of medicine. 
But just as each hospital doctor is a 
specialist in his own domain, the local 
doctor, as I have already said, is a spe- 
cialist in the sense that he knows the 
patient and his environment, and _ is 
therefore in a position to give the hos- 
pital doctor valuable information, while 
at the same time he can advise the pa- 
tient as to the specialists he should con- 
sult. This calls for him to be abreast of 
current developments and to extend his 
knowledge. For this reason meetings 
are held, papers are read, refresher 
courses are attended, and interchanges 
are arranged between hospital staffs and 
local doctors, to their greater mutual ad- 
vantage. 

Something similar is being arranged 
for nurses. For some time we have had 
a three-month refresher course for visit- 
ing nurses, which begins with observa- 
tion in some hospital departments. The 
Nursing Association arranges meetings 
at which various series of lectures on 
home nursing care are presented, and the 
National Health Service is busy working 
out various directives for the guidance 
of the visiting nurses, for instance in 
maternity work. We have the impres- 
sion that visiting nursing work is one 
of the most satisfying forms of nursing 
work. A _ visiting nurse works inde- 
pendently. She enjoys great confidence 
among the people, perhaps even more 
than the doctor, and comes into very 
intimate contact with her patients as 
human beings. She may be busily oc- 
cupied, but there is none of the rush 
and bustle of the hectic hospital depart- 
ments. We have also witnessed the re- 
markable fact that in this reorganization, 
when the whole country is suddenly re- 
quired to be totally “covered” by visit- 
ing nurses, there has never once been 
any difficulty in filling the posts, and 
there have been up to twenty applicants 
for one visiting nurse position. This is 
very clear evidence of the interest in this 


field. 
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| have tried to show how the hospitals 
can be relieved and patient treatment 
accomplished by means of decentraliza- 
tion with an organized system of home 
nursing care. | have omitted a detailed 
description of the service of the visiting 
nurse, nor have | touched upon inter- 
play with the preventive work, these 
being rather outside the scope of this 
talk; I have confined myself to the or- 
ganizational aspects of the problem of 
home nursing care, 

That it has great economic advantages 
is obvious; that it is fully effective from 
the medical aspect is guaranteed by the 
efficient contact of the physicians with 
the system. It also has the very great 
advantage of reducing the crowding of 
patients in hospitals and thereby reduc- 
ing the risk of infection which is an 
urgent problem, especially at present 
with resistant staphylococci. From a 
mental hygiene point of view it is also 
an advantage that the patient is in his 
own environment, and finally, we should 
not underrate the psychological impor- 
tance of making a patient’s stay in hos- 


pital as short as possible so that revalida- 
tion may commence more quickly and 


more effectively. 

In conclusion, | wish to point out that 
this home care system revives something 
extremely valuable in the medical and 
nursing professions—the close personal 
contact which medicine in its original 
form possessed in the meeting of doctor 
and patient, where one person tries to 
help a fellow being and in return re- 
ceives his full confidence. It is this re- 
lation of trust between doctor and pa- 
tient, as well as visiting nurse and 
patient, which stimulates the urge to give 
one’s best. 

We wish to continue along these lines, 
and we believe that the more qualified 
nurses we place in home nursing care, 
and the better we can assist them to keep 
their qualifications abreast of develop- 
ments, the better and more efficient we 
can make home care treatment for the 
benefit of relieving the pressure on our 
hospital, for the benefit of the patients 
themselves, and in this way for the bene- 
fit of our community as well. 


Miss Magnussen is chief, Nursing Section, The National Health Service of 


Denmark, Gothersgade, Copenhagen. 


This paper was presented before the Public Health Nursing Section of the 
American Public Health Association at the Eighty-Seventh Annual Meeting in 


Atlantic City, N. J., October 21, 1959. 
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SASKATCHEWAN'S EXPERIENCE WITH A COMPREHENSIVE 


PUBLIC CANCER PROGRAM 


|" IS NOT ACCIDENTAL to discover a com- 
prehensive, publicly financed cancer 
service available for the entire province 
of Saskatchewan. The prairie farmer in 
this midwestern Canadian province has 
gone through a 50-year history of co- 
operative effort in meeting his economic 
and social needs. It was this pervading 
spirit of cooperation and acceptance of 
public responsibility which led to the 
emergence of a whole range of tax-sup- 
ported health services. 

This fabric of publicly financed health 
service has many elements, including: 
municipal doctor plans which help to 
keep physicians in rural areas; full-time 
public health services provided in organ- 
ized health regions; a public assistance 
medical care program that has overcome 
the stigma of “indigent medicine,” a 
universal hospital insurance plan now 
followed in eight other Canadian prov- 
inces; a tuberculosis service that has led 
to a mortality rate of 2.6 per 100,000 
in 1958; and other organized tax-sup- 
ported services. 

It is within this context that we find 
a public cancer service dedicated to pro- 
viding the best available care for all 
patients in the province who face a dis- 
ease which can have a lengthy course 
and require very costly services; in this 
respect a disease much like tuberculosis 
or mental illness. 

The initiative for public action came 
from the medical profession, 30 years 
ago, which became alarmed at the un- 
controlled use of radium for cancer treat- 
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On the advice of a cancer com- , 
mittee of the College of Physicians and 
Surgeons, the minister of public health 
created, by statute, a Saskatchewan Can- 
cer Commission which organized two 
central cancer clinics in the two main 


ment. 


provincial cities. At the same time all 
radium dispersed in the province was 
purchased and the central clinics under- 
took to provide diagnostic services and 
radiation therapy. At this time payment 
for services remained the patient’s re- 
sponsibility, except for indigents. 

For a number of years the clinics 
functioned as a consultive service utiliz- 
ing part-time medical staffs. By 1945, 
however, both clinics had engaged full- 
time staff members. 


Cancer Control Act of 1944 


A major step forward came in 1944 
with the enactment of the Cancer Con- 
trol Act. Building upon what had gone 
before, this provincial statute entitled all 
Saskatchewan residents to comprehensive 
diagnostic and treatment services, with 
the cost borne by public funds. 

The underlying philosophy of the act 
and its regulations is unmistakable. In 
effect it says: Cancer is a serious disease 
and it is costly for the individual to 
obtain all the care he requires. The 
diagnosis and therapy of this disease are 
very often difficult and complex and 
require special skills and modern, expen- 
sive equipment. The specialized services 
can best be provided in central clinics 
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associated with major hospitals where 
the family physician can readily and 
confidently refer his patients. Moreover, 
effective treatment depends upon early 
diagnosis and the people must under- 
stand this and seek care early. Finally, 
it is important to collect facts and statis- 
ties about cancer and thus advance our 
knowledge about incidence and _treat- 
ment, 

Let us examine how the language of 
this public statute has been translated 
into a cancer program for just under 
one million residents of Saskatchewan. 


Universal Access to Comprehensive 


Care 


Every person who has resided in the 
province for three months is eligible for 
all services necessary for the diagnosis 
and treatment of cancer, Patients who 
are the responsibility of federal agencies 
and nonresidents are admitted for care, 
but payment becomes the responsibility 
of the agency or the individual. 

Each patient must be referred by his 
family physician whose office is the pri- 
mary detection center. It can be reported 
without qualification that cooperation of 
the practicing physician and his part- 
nership with the cancer service has been 
a major factor in its successful operation. 

The core of the program is focused in 
the two centralized urban clinics. It is 
within these clinie centers that all of 
the specialized diagnostic radio- 
therapeutic services are established and 
where the entire program is coordinated. 
All surgical operations for the treatment 
of cancer are benefits of the program, 
and patients are free to choose their 
attending surgeon and in most cases do 
so with the advice of their family phy- 
sician. 

Patients admitted to the cancer service 
as inpatients turn to the province-wide 
hospital insurance plan which meets the 
cost of hospital care. The cancer pro- 
gram, however, goes somewhat further 
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in providing the cost of certain selected 
drugs which are excluded as benefits 
under the hospital plan. Moreover the 
program covers the cost of hospital care 
for those few cancer patients who fail 
to gain eligibility under the hospital 
plan because of nonpayment of the hos- 
pitalization tax. 

Other services to the cancer patient 
include special anticancer drugs such as 
hormones, chemotherapeutic agents. and 
radioisotopes; general medical services 
and home nursing for terminal care in 
the patient’s home or in hospital; and 
air ambulance transportation when nec- 
essary. In general, the scope of benefits 
are sufficiently complete to meet all of 
the diagnostic, therapeutic. and after- 
care needs of patients with malignant 
disease. 


Administration of the Program 


The general policies and over-all ad- 
ministration of the program are the re- 
sponsibility of the Saskatchewan Cancer 
Commission subject to the approval of 
the minister of public health. This com- 
mission is a public body appointed by 
the minister and is under the chairman- 
ship of a senior officer of the health 
department. Its membership includes 
representatives from urban and_ rural 
local government, the provincial Cancer 
Society, the College of Physicians and 
Surgeons, and the women of the prov- 
ince. The directors of the cancer clinics 
serve as ex officio members of the com- 
mission. 

It is important to recognize that the 
cancer service and the operations of the 
commission are closely integrated with 
the Department of Public Health. The 
financial estimates for the entire pro- 
gram are incorporated in the govern- 
ment’s health budget and all medical, 
auxiliary, and administrative staff are 
salaried members of the provincial pub- 
lie service. 

It is precisely because the cancer pro- 
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gram is part of the over-all public health 
service, that problems of overlap with 
other programs such as the hospital in- 
surance plan and the public assistance 
medical program are quickly solved. The 
minister who is in a position to coordi- 
nate major policy questions is always 
able to place the interests of the patients 
above the special administrative de- 
mands of separate agencies. 


Organization of Services: Role of 
Central Clinics 


Cancer is not a single entity but rather 
a constellation of diseases affecting all 
bodily systems. Correct diagnosis often 
involves the use of many complex pro- 
cedures. Treatment frequently involves 
a combined approach and special skills 
are needed to achieve the best use of 
radiotherapy, surgery, and chemother- 
apy. 

Moreover, cancer always has the po- 
tentiality for recurrence or spread and 
the patient must be followed from the 
point of discovery to the end of his life. 

Recognizing these characteristics of 
malignant diseases, Saskatchewan has 
chosen to concentrate the specialized di- 
agnostic, radiotherapeutic, and follow-up 
services within two central cancer 
clinics.* 

From the beginning it was recognized 
that a high quality of clinical service 
could only be achieved if the clinics 
maintained close ties with major base 
hospitals, Accordingly, one clinic is 
an integral part of a 550-bed university 
hospital and the other is physically at- 
tached to a 465-bed base hospital. In 
this way all of the special pathological, 
radiological, and other investigative 
services are immediately at hand. 

The clinics are organized around spe- 
cialist teams functioning on a_ group 


* The Saskatoon Cancer Clinic, University 
Hospital, Saskatoon, and the Allan Blair 
Memorial Clinic, Grey Nuns’ Hospital, Regina, 
Saskatchewan. 
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practice basis. Each clinic has a medi- 
cal staff of seven physicians all of whom 
have specialist qualifications in radio- 
therapy. internal medicine or both, or 
are preparing to sit for the qualifying 
examinations. 

A qualified surgeon is on the staff 
of one clinic even though the clinic mem- 
bers do not undertake any major sur- 
gery. The clinic staffs are all active 
members of the medical staffs of the 
associated hospitals and frequently hold 
executive posts in the staff organization. 

The supporting staff for each clinic 
includes a physicist, surgical and radium 
nurses, technicians for x-ray therapy, 
isotope laboratory technicians. a medical 
records librarian with appropriate cleri- 
cal staff. The Canadian Cancer Society 
provides funds for a social worker in 
each clinic who is primarily concerned 
with the comfort and social needs of 
the patient. 

The commission appoints honorary 
consultants in the fields of pathology. 
diagnostic radiology, biochemistry, and 
physics who maintain close working rela- 
tions with members of the clinic staffs. 
The consultant physicist is also in charge 
of the emanation plant at the University 
of Saskatchewan for the production of 
radon. 


Diagnostic Services 


Once admitted to a cancer clinic, after 
referral by the attending physician, the 
patient undergoes intensive investigation 
usually on an outpatient basis. Each 
patient is seen by one physician who 
takes a comprehensive history and per- 
forms a complete examination, At least 
one other physician sees the patient and 
independently examines the particular 
system involved. 

Most of the special investigative pro- 
cedures are carried out by clinic staff 
including endoscopy. biopsy, sternal 
puncture, radiological procedures, and 
radioisotope studies. 
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Table 1—Volume of Referrals (Cancer and Noncancer) to Saskatchewan 


Cancer Clinies, 1932-1957 


Annual 
or Number of 


Year Referrals 


Triennium 


1932-1934 
1935-1937 
1938-1940 
1941-1943 


1944-1946 
1947-1949 
1950-1952 
1953-1955 


1956 
1957 


Nencancer inciudes retercals with 
undiagnosed ca 
Prior to 1950, number of referre! 


(a) patients seen and not admitted bec 


(b) patients seen with eancer who were 


of referrals for all 


eatment of nonmalignant disease 


tients with multiple cancers 


Reports skate he 


Daily conferences are held with all 
staff present where the findings are pre- 
sented and discussed in a free and criti- 
Further investigations 

In the end a group 
reached on the definitive 


cal atmosphere. 
may be ordered. 
decision is 
diagnosis and the therapeutic course to 
he followed. 

The referring physician or the operat- 
ing surgeon are free to attend clinic 
conferences if they are able to do so. 
Communication is maintained, however, 
by means of the mailing of complete 
reports as well as by informal face-to- 
face discussions. 

The admission policies of the Cancer 
Commission, which are specified in the 
statutory regulations, are intended to en- 
referral when the attending 
physician is at all suspicious of the pos- 
sibility of cancer. Accordingly, a sub- 
stantial proportion of total admissions 
prove, after investigation, not to have 
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Annual 
Rate Cancer 
per 1,000 


s excluded 


fle 


MMmission, 


Per cent 
Per cent 


(All Sites) Noncancer 


precancerous conditions, nonmalignant disease, 


¢ of immediate exclusion of cancer 


xdmitted in a previous year with nonmalignant 


years excludes patients referred solely for the diagnosis and 


only in the year of their initial referral 


Queen's Printer, Regina, 


cancer. At the same time physicians, par- 
ticularly in the specialist group, are not 
deterred from embarking upon initial 
diagnostic exploration. Thus the cost of 
such procedures as endoscopy, selected 
biopsies, cystoscopy, D and C, are paid 
by the commission if the findings are 
positive and the patient is admitted to 
a clinic within 14 days. 

Similarly, the cost of major operative 
emergency _ situations 
where cancer is found at operation is 
covered prior to the patient’s formal 
admission to a clinic. 


procedures in 


Volume of Referrals 


The volume of new patients referred 
to the cancer services since the incep- 
tion of the program in 1932 is shown in 
Table 1. The rate rose fairly consistently 
during the early period prior to the new 
legislation in 1944. Moreover, patients 


VOL. 50, NO. 6, A.J.P.H. 


6.2 62.8 37.2 
Es 735 7.9 56.4 43.6 
1,065 11.7 47.6 52.4 a 
1,470 17.1 45.5 54.5 nad 
2,626 31.5 39.4 60.6 a 
3,606 43.2 37.8 62.2 ie 
3.902 16.6 41.0 59.0 : i 
1,026 46.2 12.7 57.3 
1,473 50.8 42.6 55.1 
4,377 19.8 44.9 57.4 fe 
Number 
Saskatebewan. 
‘oar 
| 
abe 
q 


who were subsequently shown not to 
have cancer formed an increasing pro- 
portion of total cases—almost 55 per cent 
in the triennium 1941-1943, 

The impact of the 1944 act is revealed 
in the almost two-fold jump in volume 
during 1944-1946. While the number 
of cancer cases rose substantially, the 
volume of nonmalignant cases increased 
to an even greater extent. While cancer 
patients shed their anxiety about the 
expense of comprehensive care, family 
physicians were perhaps influenced to 
an even greater extent and readily re- 
ferred more patients where the slightest 
possibility of cancer existed. 

From the point of view of early 
diagnosis a highly permissive system of 
referral is to be encouraged. However, 
because the clinic physicians were 
obliged to devote larger portions of their 
time to a rising proportion of non- 
malignant cases, the commission in 1950 
imposed a $10 charge on these patients. 
Subsequently this proportion declined 
and now fluctuates between 55 and 60 
per cent. 

Of the total cases referred for admis- 
sion, we have found that 3.5 to 4.0 per 
cent comprise patients with precancerous 
conditions. Finally, there is an addi- 
tional group of some 500 patients an- 
nually not reflected in Table 1, who are 
admitted for diagnostic radioactive iso- 
tope uptake studies and isotope therapy 
for nonmaligant diseases. 


Therapeutic Services 


The accepted approaches to cancer 
treatment vary in different cancer cen- 
ters throughout the world, although all 
modern methods utilize radiation, sur- 
gery, chemotherapy, either alone or in 
combination, and in the Saskatchewan 
cancer clinics all methods are employed. 
Moreover, all radiotherapeutic measures 
are carried out by clinic radiotherapists 
including pre- and postoperative radia- 
tion. 
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All radiotherapy facilities and equip- 
ment are sited in the two clinics includ- 
ing high-voltage machines and cobalt-60 
beam units,* and each clinic is equipped 
with a radioisotope laboratory. 

Major surgery is carried out almost 
exclusively by certified specialists in pri- 
vate practice who are paid by the Can- 
cer Commission on a_ fee-for-service 
basis. This was not always the case; 
prior to 1957 it was possible for uncer- 
tified surgeons in the two major cities 
to perform major procedures under the 
program. The large bulk of surgery is 
carried out in the large general hospitals 
in the two base centers where medical 
staff discipline applies and surgeons are 
graded as to privileges. 

Courses of treatment for each indi- 
vidual patient is established and coordi- 
nated at the daily conference sessions. 
Careful follow-up enables the clinic team 
to assess clinical results and modify the 
treatment course when necessary. 


Auxiliary Services 


The clinics being physically associated 
with major hospitals readily obtain all 
of the diagnostic services and supporting 
therapies for outpatients as well as in- 
patients. The cancer service makes pay- 
ments to the associated hospitals for out- 
patient services based on actual costs. 
Inpatient services are met by the hospital 
insurance plan. 


Follow-Up Services 


In general all malignant diseases 
should be considered as long-term or 
potentially recurrent conditions. There- 
fore patients should be followed over a 
long period if a cancer service is to ful- 
fill its responsibility for patient care. 

The established policy of the cancer 
program in Saskatchewan is to observe 


* The cobalt-60 beam therapy unit at the 
Saskatoon clinic was the first of its kind to 
be placed in operation in Canada. 
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the patient for the remainder of his life. 
Patients are followed up by attendance 
at the clinics at regular and increasing 
intervals depending upon the course of 
the disease. If the disease has recurred 
or metastasized the patient will be asked 
to appear more frequently. 


Records and Statistical Analysis 


The record system is the central intel- 
ligence agency of a cancer program. 
basic for the clinical service, for ade- 
quate follow-up, and for statistical and 
epidemiological investigations. 

A comprehensive, unified record sys- 
tem is maintained at each clinic. Copies 
of the main elements of inpatient records 
are combined with outpatient clinic 
documents, The system is not unique 
and accepted methods for recording and 
follow-up utilized by most major centers 
are followed in Saskatchewan. 

Summarized statistical cards are pre- 
pared and filed by site and by year, 
and comprise the primary source of data 
for official reports. Diagnostic coding 
is based upon the nomenclature for tu- 
mor clinics originally prepared by the 
Memorial Hospital of New York. Peri- 
odie lists of extracted mortality data are 
received periodically from the health 
department's Division of Vital Statistics. 

With these data derived from statisti- 
cal summary cards it has been possible 
for clinie staffs to assess the program 
periodically by means of survivorship 
studies. One of us (T.A.W.) has pre- 
pared two reports'* on results of treat- 
ment for 1932-1944 and for the more 
recent period, 1945-1952. These studies 
present crude and corrected five-year 
survival rates for each site correlated 
with general type of therapy. The 
methodology in computing rates closely 
follows the recommendation of the WHO 
Expert Subcommittee on Cancer Statis- 
ties.? 

Many special retrospective studies of 
selected sites have been prepared and 
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published by staff members utilizing in- 
formation extracted from the complete 
case records. Moreover. many basic in- 
vestigations in radiotherapy and _tele- 
therapy technics have been published.* 


Postgraduate and Continuing Education 


It is the established policy of the Can- 
cer Commission to provide regular peri- 
ods of postgraduate training for the 
medical and nursing staff. These take 
the: form of 12-month courses in such 
fields as internal medicine, pathology or 
gastroenterology, and short-term courses 
or intensive visits in special areas of can- 
cer diagnosis or therapy. 

While the bulk of this training is met 
with public funds, substantial support 
comes from the Ladies Auxiliary of the 
United Commercial Travellers and other 
voluntary agencies. 

The cancer service, moreover, has a 
definite role in general undergraduate 
and postgraduate medical education. The 
director of cancer services has been ap- 
pointed Professor of Therapeutic Radi- 
ology and the clinic associated with the 
University Hospital has become a setting 
for the instruction of medical students, 
internes, resident staff. nurses. and tech- 
nicians. 


An Evaluation of the Program 


We propose to pause at this point and 
ask—how is this program working out 
in practice? Here is an “open-door” 
service, covering everyone, entirely paid 
for by public revenues. largely based 
upon central groups clinics employing 
full-time cancer specialists. Does the pub- 
lie have confidence in the program? Do 
the practicing physicians like it and do 
they refer cases readily? Are cases seen 
early? Do they keep their appointments 
for review examinations? What is the 
over-all quality of this public program? 

Let us first examine the degree to 
which the cancer service is able to reach 
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totality of cancer in the province. The 
data in Table 2 undertakes to answer 
this question. 

In the heading of this table you will 
note the term “total incident cancer 
cases.” Recently one of our clinic staff 
members* undertook a complete com- 
pilation and verification of all cancer 
cases of all sites over a ten-year period 
as part of a study of cancer incidence. 
Included in the aggregate of cases are 
all clinic admissions, nonadmitted cases 
discovered through a review of tissue 
pathology reports which must be sub- 
mitted for every major surgical opera- 
tion in the province, and finally, non- 
admitted cases discovered by a review 
of all death registrations in which can- 
cer appears. 

For nonadmitted cases, a careful study 
is made of direct reports of the attending 
physician combined with complete tran- 
scripts of hospital records, x-ray films, 
and laboratory reports together with 
the pathological reports. In some in- 
stances pathology slides are examined 
again. With this information an experi- 
enced cancer specialist is able to make 
reasonably valid decisions on the pres- 
ence or absence of cancer in each case. 
There are, of course, completely un- 
*Dr. T. H.-C. Barclay, senior associate, 
Allan Blair Memorial Clinic, Regina. 
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known cancer cases who die without 
post-mortem but these are considered to 
be very few in number. 

According to the data in Table 2 it 
is seen that a range of from 82 to 90 
per cent of total incident cases have been 
admitted to the clinics annually. This 
represents a ten-year average of just 
over 85 per cent. 

The 15 per cent nonadmission rate 
stems from a number of causes: patient 
refusal to obtain treatment; patient fear 
to verify diagnosis; patient electing to 
receive private therapy; physician un- 
dertaking complete therapy—for exam- 
ple in isolated skin lesions; and cases 
undiagnosed except at post-mortem. Rec- 
ognizing that these factors will always 
result in a certain proportion of non- 
admissions, it is felt that the 85 per cent 
admission rate represents a definite 
measure of achievement. 

Early diagnosis is widely accepted as 
an important objective in our present 
attack on cancer. In Saskatchewan the 
cancer service has evolved hand-in-hand 
with an intensive public education pro- 
gram conducted by the Cancer Society 
and the health department and it is dif- 
ficult to identify the degree to which 
each has contributed to early diagnosis. 

However, the data in Table 3, taken 
from a study published in 1950,° indi- 


Table 2—Relation of Total Cancer (All Sites) Referrals to Cancer Clinics to Total 
Incidence Cancer Cases in Province, Saskatchewan, 1947-1956 


Total 
Incident Total (b) as 


Cancer Cancer Per cent 


Cases Referrals of (a) 


Total 
Incident Total (b) as 
Cancer Cancer Per cent 
Cases Referrals of (a) 


(a) (b) (ec) 
1947 1,596 1,362 85.3 
1948 1,623 1,420 87.5 
1949 1,661 1,503 90.5 
1950 1,776 1,499 84.4 
1951 1,913 1,594 83.3 


(a) (b) (e) 
1952 2,045 1,705 83.4 
1953 1,968 1,690 85.9 
1954 2.060 1,711 83.1 
1955 2,141 1,758 82.1 
1956 2,137 1,905 89.1 


Ten-year average (1947-1956) . . . 85.3 per cent. 
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Table 3—Trend in Early Diagnosis of 
Admitted Cases, Saskatchewan Cancer 
Clinies, 1932-1949 


Uterine 
Cervix: 
Per cent 


Stag 


ges 
land Il 


First six years 
1932-1937 


Second six years 


1938-1943 


Third six years 
1949 98 


of Cancer in Saskatche- 


J. Pub. Health 42:429 


cate that of three readily accessible 
sites in which the disease can be staged 
fairly accurately, patients are decidedly 
being diagnosed and treated in earlier 
stages in successive years. It is reason- 
able to assume that the program itself 
has had some impact on this trend even 
though objective data are not available. 
Moreover, it can be reported that an 
of practicing 
physicians like the program and have 
confidence in the quality of its services. 
They educative 
stimulus by receiving comprehensive re- 
ports on their patients from the clinics, 
including those in whom a cancer diag- 
nosis is confirmed and those with non- 
malignant disease. 

We have observed that the therapeutic 
program involves a divided responsi- 
hility with the clinics performing radio- 
therapy. chemotherapy, and major sur- 
gical procedures performed by private 
surgical specialists. In general this ar- 
rangement works out satisfactorily, par- 
ticularly since the clinic groups are able 


overwhelming majority 


receive continuous 


to integrate the treatment regime for in- 
dividual patients. Moreover, the groups 
over the years have evolved treatment 
policies for each site which are based 
upon accumulated experience and which 
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are constantly modified in the light of 
advancing knowledge and technics. 

One could argue that teams of full- 
time surgeons should be engaged as part 
of the clinic groups. However. the com- 
mission and the government have not 
seen fit to implement such a proposal in 
the light of current general medical care 
arrangements in the province. 

Follow-up services have been particu- 
larly successful. Thus in the early period 
1932-1944, untraced cases of all sites 
formed 1.9 per cent of total cancer ad- 
missions. In the more recent period 
1945-1952, this figure declined to 0.4 per 
cent. The number of review examina- 
tions have steadily risen since the begin- 
ning and by 1957 a total of almost 
15,000 follow-up examinations were con- 
ducted annually by the service. 


Summary and Conclusion 


In this paper we have described a 
comprehensive publicly financed cancer 
program in a province where other 
major steps have been taken in public 
medical and hospital care. By statute 
the program takes in the entire resident 
population and, in practice, 85 per cent 
of total incident cancer cases of all sites 
are admitted to the service. 

The primary source of detection is 
the family physician who has full con- 
fidence in the service and readily refers 
patients where the slightest possibility of 
cancer exists. In practice a large meas- 
ure of early diagnosis is achieved not- 
withstanding the absence of organized 
mass screening procedures. 

The major diagnostic and radiothera- 
peutic services are focused in two central 
clinies which function on the basis of 
the teamwork and pooled judgment of 
a group of full-time cancer specialists. 
Major surgery is performed by certified 
surgical specialists on a fee-for-service 
basis. 

The central group clinics are able to 
coordinate treatment policies on the basis 
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of accumulated experience. This insures 
an optimal survivorship through the 
vigorous use of the most effective treat- 
ment methods. 

Effective follow-up is maintained dur- 
ing the lifetime of all patients. All 
diagnostic, therapeutic, and follow-up 
data are carefully recorded and con- 
tinuously analyzed. 

The clinics participate closely in un- 
dergraduate and postgraduate medical 
and paramedical education. Moreover, 
the program specifically allocates funds, 
augmented by funds from voluntary 
sources, for the continuing education of 
clinic staff members in the newer diag- 
nostic and therapeutic technics. 

Finally, the administration of the pro- 
gram within the governmental health 
structure provides the basis for close 
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coordination with other segments of the 
health service. 

Considered in its entirety, the Saskatch- 
ewan cancer service demonstrates how 
the policies and practice of a public 
disease-centered program with universal 
coverage can meet high standards of 
qualitative and quantitative adequacy. 
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THE CANINE AS A RESERVOIR OF PATHOGENIC 


STAPHYLOCOCCI 


P. S. Rajulu, GM.V.C., BWV.Sc., MLS.: 
PhD. 


HE SERIOUSNESS of current staphy- 

lococcal disease in human beings is 
engaging the attention of physicians and 
epidemiologists. Investigators in many 
countries are collecting data regularly to 
maintain surveillance, to determine if a 
problem exists, and to be ready to insti- 
tute control measures including use of 
National 
Conference sponsored by the U. S. Pub- 
lie Health Service Communicable Dis- 
ease Center and the National Academy 
of Sciences (September, 1958) recom- 


appropriate antibiotics. The 


mended, among other things, that cul- 
tures be made routinely for investiga- 
tion, review, and classification. 

Realizing the importance of the car- 
rier state in the transmission of a dis- 
ease of this nature and the possible ex- 
istence of “apparently harmless” sources 
of infection, this investigation was un- 
dertaken to determine whether pet dogs 
could act as carriers in such transmis- 
sion among human beings. 

Applying the phage typing method of 
Wilson and Atkinson! certain investiga- 
tors studied the epidemiology of strains 
of staphylococci of animal origin. Smith? 
studied the epidemiology of staphylocoe- 
cal infections of the bovine udder and 
found a high proportion of coagulase- 
positive bovine strains susceptible to one 
phage—phage 42D. Investigations con- 
ducted earlier by MacDonald" in 1946 
had yielded similar results. Price, et al..* 
found that. in addition to 42D phage 
strains, staphylococci of group III were 


Vernon D. Foltz, M.S., F.A.P.H.A.: and T. H. Lord, 


common. Rountree. et al..° examined 
nasal swabs and found six carriers 
among 35 hospitalized dogs belonging to 
the following phage patterns: 

Phage 

Pattern 
7/42C/47 
7/47D 
31B/44 

2C/47 


Number 
of Strains 


Mann® examined nasal swabs rom 
100 dogs and 100 cats for the pres- 
ence of staphylococci. Coagulase-positive 
strains were isolated from 23 dogs and 
seven cats. Two of the cats yielded 
phage typeable strains similar to those 
infecting man. The types were 52A/79 
and 29 (belonging to the group I of 
the international basic set of phages): 
these are two of the strains causing 
breast abscesses in adults and infections 
of the newborn. 


Materials and Methods 


The study comprised examinations for 
the presence of staphylococci in the nose 
and throat and on skin of dogs visiting 
Kansas State University Veterinary Hos- 
pital. The sites selected on the skin 
were (1) axilla and (2) groin. Staphy- 
lococcus medium No. 110 was used for 
the primary isolation of the organism. 
and strains isolated were subjected to 
the usual pathogenicity tests, viz. (a) 
coagulase production on citrated rabbit 
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and human plasma, (b) production of 
hemolysis on 5 per cent human, rabbit, 
and sheep blood agar plates. Pigment 
production, mannitol fermentation, and 
gelatin liquefaction were also recorded. 
Bacteriophage typing of coagulase-posi- 
tive strains was carried out by the pro- 
cedure recommended by the Commu- 
nicable Disease Center, using human 
typing phages infective to human 
Staphylococcus aureus strains to deter- 
mine the phage relationship of strains 
of the organism harbored by canines. 
The phages constituted the basic set of 
human typing phages chosen by the In- 
ternational Subcommittee on Staphylo- 
coccal Bacteriophage Typing, Stockholm, 
August. 1958. Cultures that did not 
type at Critical Typing Dilution (CTD) 
were set up with a concentration of 
1,000 x CTD or a concentration of 10-1. 
Only three-plus and two-plus reactions 
are reported as a part of the phage pat- 
tern of the strain. Antibiotic resistance 
was determined by growing each of the 
typeable strains in the presence of anti- 
hiotic sensitivity discs, using the follow- 
ing antibiotics: 


Penicillin (5 units) 
Dihydrostreptomycin (10 mg) 
Aureomycin (10 yg) 
Neomycin (10 yg) 
Erythromycin (5 yg) 
Bacitracin (10 units) 


Furadantin (150 yg) 
Chloromycetin (10 yg) 
Kanamycin (Kantrex) (30 pg) 


8. 
9. 
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Table 1—Carrier Rate of Staphylococci in Dogs 


Results 


Staphylococci were isolated from one 
or more sites on 30 (94 per cent) of 32 
dogs examined. Twenty-eight dogs (88 
per cent) carried coagulase-positive 
strains of staphylococci, as shown in 
Table 1. 

The frequency of occurrence of 
staphylococci in the anterior part of the 
nose, throat and the selected locations 
of the skin are shown in Table 2. 

Of the 65 strains examined for co- 
agulase production using both citrated 
human and rabbit plasma, 49 strains 
(76 per cent) coagulated human plasma 
and 46 strains (71 per cent) coagulated 
rabbit plasma. The coagulase activity 
of the 65 strains is shown: 

38 strains coagulated both human and rabbit 
plasma 

strains coagulated human plasma only 
strains coagulated rabbit plasma only. 


These coagulase-positive strains were 
subjected to the action of the human 
typing phages; 19 strains could be typed. 
The phage pattern of these typeable 
strains is indicated in Table 3. 

Of the 19 typeable strains 14 showed 
some resistance to several of the anti- 
biotics tested; five of the 19 strains did 
not exhibit resistance to any of the anti- 
biotics. Although there was varied sen- 
sitivity to Bacitracin, Furadantin, Chlor- 
omycetin, and Kanamycin, none of the 
strains showed real resistance to these 


antibiotics. 


Number of Percentage 
Dogs that of Dogs 
Percentage Harbored Harboring 
Number that of Dogs Coagulase- Coagulase- 
Number of Harbored Harboring Positive Positive 
Dogs Examined Staphylococci Staphylococci Staphylococci Staphylococci 
32 30 28 88 
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Table 2—Frequency of Distribution of Staphylococci in Dogs 


Number of 
Swabs from 


Number of 
Swabs that 


Yielded 


Number of Which Coagulase- 
Swabs Staphylococci Positive 

Location Examined Were Isolated Percentage Strains Percentage 
Throat 31 14 45 12 39 
Nose 30 25 83 21 70 
Skin 

Axilla 28 13 46 6 21 

Groin 28 13 46 1] 39 


The antibiotic resistance pattern of 
the 19 typeable strains, showing their 
phage groups, places from which they 
were isolated, and the resistance pattern 
are shown in Table 4. 


Discussion 


The results of this investigation 
showed clearly that the incidence of 
staphylococci in canines is high, both 
in the upper respiratory tract and on 
the skin. Staphylococci were isolated 
from 30 (94 per cent) of 32 dogs ex- 
amined from one or more areas of the 
hody. Twenty-eight (88 per cent) car- 
ried coagulase-positive strains of staphy- 


lococci. The incidence of these organ- 
isms in general and that of the 


coagulase-positive strains in particular 
were found to be higher in certain loca- 
tions. The skin of the groin was found 
to harbor a higher percentage of co- 
agulase-positive strains than the skin of 
the axilla. The strains isolated appeared 
to vary in their capacity to coagulate 
rabbit and human plasma. Some strains 
that coagulated rabbit plasma did not 
produce the same reaction in human 
plasma, and vice versa. It is, therefore, 
logical that strains of staphylococci 
should be tested for coagulase production 
both in rabbit and human plasma before 
they are declared as coagulase-negative. 
Nineteen of the 50 coagulase-positive 


strains, which were subjected to the ac- 
tion of the human typing phages, could 


be phage typed. The results showed 
that these 19 strains could be identified 
as belonging to phage patterns charac- 
teristic of human strains. It is not pos- 


Table 3—Phage Pattern of the Typeable 
Strains, Based on Two-Plus and Three- 
Plus Reactions of CTD and/or 1,000 
Times CTD 


Phage 
Culture Pattern 

1 3B 

2 53 

3 81 

4 77 

5 53, 77 

6 7 

7 77 

8 77 

9 42E, 53 
10 3B, 3C,55 
ll 3B, 3C€ 
12 53, 77 
13 53, 77 
14(A) 77 
15(B) 7 
16 42E 
17 3B, 3C, 55 
18 77 
19 53, 77 
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sible at this stage to decide whether 
these strains with their particular pat- 
terns could be regarded as strictly canine 
strains of the organism. It is reasonable 
to assume, however. that these animals 
may have acquired their strains by close 
contact with human beings. 

It is becoming increasingly evident 
that certain phage types of staphylococci 
are more or less characteristic of particu- 
lar infections. Allison’ and Allison, et al..8 
found that the staphylococci responsi- 
ble for outbreaks of food poisoning were 
lysed by phages 6 and 47. Later work 
has shown that food poisoning staphy- 
lococeal strains virtually belong to the 
broad phage group III.° Based on this 
accumulating evidence and in the ab- 
sence of a satisfactory test for the detec- 
tion of enterotoxin, workers in Britain 
feel that the food-poisoning strains al- 
most always belong to phage group IIT? 


Table 4—Antibiotic Resistance of 19 
Phage Typeable Staphylococcus Cul- 
tures (Resistance Pattern) 


Number of 
Typeable 


Cultures Antibiotics 
Phage Isolated to Which 
Group from Resistant 
T NA G* 
a 17, 2,3 
01 0 0 1,2,3,4 
Ill 100 0 
2000 
1 1 0 O (Sensitive to all) 
il 1 1 0 1. (Sensitive to all) 
00 1 0 2$ 
Miscellaneous 
(Type8l) 0 10 0 1,2 


* Area of Isolation Antibiotics 


T=Throat Penicillin (5 units) 

N= Nose Dihydrostreptomycin (10 yg) 
A= Axilla Aureomycin (10 yg) 
G=Groin Neomycin (10 yg) 


Erythromycin (5 yg) 

Bacitracin (10 units) 
—Furadantin (150 
—Chloromycetin (10 yg) 
9—Kanamycin (30 yg) 


+ 


JUNE, 1960 


CANINE AS RESERVOIR OF STAPHYLOCOCCI 


Of the 19 typeable strains studied in 
this investigation, 14 were typeable 
wholly or predominantly by phages be- 
longing to group III, and phage 77 
seemed to be the predominating single 
phage involved in 11 typing reactions. 
Twelve of the 14 strains typeable by 
phages of. group III showed remarkable 
resistance to broad spectrum antibiotics. 
This association of group III strains with 
resistance to broad spectrum antibiotics 
had already been recognized in “hospi- 
tal infections,” i.e., epidemic strains.*:'° 


Conclusion 


Data presented permit the inference 
that pet dogs may be capable of harbor- 
ing human epidemic strains of staphy- 
lococci and transmitting them to human 


beings. 
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BRITAIN'S NEW SCHOOL HEALTH PROBLEM— 


THE FAT CHILD 


Harvey Flack, M.D. 


N Great Britain our own School 

Health Service completed its first 50 
years of work in December, 1957. In 
that period there have been many 
Compared with the children 
of 50 years ago, our boys and girls to- 
In the girls, 
the menarche is earlier. They are all 
hetter clad, better shod, they are cleaner, 
and their life expectancy at birth has 
increased by 20 years. They are taller 
and heavier than previous generations 
of children. 

Of every 1,000 children medically ex- 
amined in those early days. 50 years ago. 
according to the chief medical officer of 
the Ministry of Education :! 


changes. 


day are of better physique. 


130 were undernourished 
40 had rickets 

140 were verminous 

100 had defective footwear 
50 inadequate clothing 
30 had heart disease. 


Out of 


Today it is very different. 
every 1.000 examined: 


40 are still verminous 
17 have some unsatisfactory physical condition 
2 have heart disease. 


None of them have rickets: very few 
of them are undernourished. 

In fact. obesity in children is now 
much more important than undernutri- 
tion. 

The experience of Bristol is fairly 
typical. In one year 94 children were 
referred to a special Nutrition Clinic. 
The large majority were referred be- 
cause they weighed more than 20 pounds 
above the average for their age and 
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height; 24 of them were more than 40 
pounds overweight. And in this group 
of 94, only four were referred because 
of some nutritional lack or deficiency. 

The improved nutrition of our chil- 
dren is in many ways a matter for satis- 
faction, for which full credit is due the 
school medical service and the school 
meals service. But the very success of 
the services carries its own dangers. 
Not only is a fat child at a grave dis- 
advantage, particularly in early adoles- 
cence, but excessive feeding during the 
stage of growth is likely to lead to early 
maturity which in turn may adversely 
affect the expectation of life; at least 
there is a good deal of experimental evi- 
dence in favor of that view. 

In the words of the medical corre- 
spondent of the “London Times”: “What 
is required from the long-term point of 
view is research into the optimum diet 
for providing the optimum rate of 
growth. In the shorter run an investiga- 
tion is needed into the relationship of 
this earlier maturation of children and 
juvenile delinquency. There is a grow- 
ing body of evidence to suggest that this 
early attainment of physical maturity is 
often not accompanied by corresponding 
intellectual and emotional development. 
Many of these physically mature, but 
intellectually and emotionally immature, 
children find the discipline of the last 
year at school frustrating. and the result 
is to be seen in those out-of-school activi- 
ties which may land them in the juvenile 
courts.”* 


* London Times, January 20, 1959. 


Ex 
7 
| 
| 
tat 2 
4 
79 


Altogether, more than 6,500,000 chil- 
dren at 30,000 schools are covered by 
the School Health Service. The School 
Health Service works like this. Here I 
am quoting Dr. H. M. Cohen, principal 
medical officer for schools in Birming- 
ham.” and one of our authorities in this 
field. 

“Doctors in the School Health Service 
attending 
schools administered by the local educa- 


examine all the children 
tion authority soon after they start school 
at the age of five. Parents are obliged 
to have their children examined. 

“A further full examination is usually 
held early in the year when a boy or 
girl leaves school. The parent's attend- 
ance at this examination is most impor- 
tant because a discussion can take place 
in which doctor, teacher, parents and 
pupil may all take part, about the kind 
of occupation for which the pupil seems 
physically and mentally fitted. This in- 
formation often helps the youth employ- 
ment officers who are responsible for 
vocational guidance. 

“In addition to these periodic medical 
inspections, an attempt is made to ar- 
range for the continuous supervision of 
the child’s health during his school life. 
When the doctor visits the school, the 
children who have been previously noted 
as requiring treatment or observation 
for any particular defect are seen again. 
The parents, or school nurses, or teachers 
or education welfare officers. can suggest 
the examination of any child for any 
particular reason. Or again, the attend- 
ance register may indicate a need for 
examination in other children. 

“In between the 
school, he is able to see any child who 
Here 
also children found at the school exam- 
inations to need further investigation, 
or parents who want help over their 
care and management, can attend. Many 
of the parents are very glad to avail 
themselves of this opportunity for a gen- 
eral consultation, and the doctor arranges 


doctor's visits to 


needs advice at the school clinic. 


enough time for each appointment.” 

The need for medical help in the 
schools was being felt especially after 
the Act of 1876, which made elementary 
education compulsory and brought into 
the schools children of all types and 
physical conditions. The 1902 Education 
Act which abolished the school boards 
and transferred their duties to county 
councils, county borough councils and 
certain borough and urban districts, also 
stimulated the appointment of medical 
officers to local education authorities. 
These doctors. however, were still chiefly 
concerned with the examination of those 
children unfit to attend school. 

In the early part of this century. 
the public conscience was stirred when 
it was revealed that large numbers of 
volunteers for army service in the South 
African War were rejected by the medi- 
cal boards. A Royal Commission had 
heen set up to inquire into physical 
training in Scotland and, in 1903, they 
issued a review of the existing arrange- 
ments for physical training and made 
suggestions for medical inspection and 
for feeding school children. In 1904, 
the Report of the Inter-Departmental 
Committee on Physical Deterioration 
called attention to the need for the medi- 
cal examination and the feeding of 
school children in England. 

Then, in 1905, came the reinforcing 
Report of the Inter-Departmental Com- 
mittee on Medical Inspection and Feed- 
ing of Children Attending Public Ele- 
mentary Schools. Legislation for the 
provision of meals for needy children 
followed on these reports in 1906. Free 
meals have continued to be provided for 
such children ever since. 

Medical opinion, expressed, then as 
now, through the British Medical Asso- 
ciation, supported strongly the recom- 
mendation for the “systematized medical 
inspection of school children” and in- 
sisted by memorandum and by deputa- 
tions to the ministry that this should not 
be limited to the inspection of the class 
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of school in which the presence of ill- 
health might reasonably be expected. 

So, not without a heated debate, the 
very important Section 13 of the Educa- 
tion (Administrative Provisions Act), 
1907, made the medical inspection of 
elementary school children obligatory, 
just over 50 years ago, and permitted 
arrangements for “attending to their 
health and physical condition.” From 
this was evolved the School Health Serv- 
ice, which is the oldest statutory personal 
health service in Great Britain. 

Over the years the problem of under- 
nutrition has disappeared. Now we have 
the problem of obesity in children. 
Obesity was a much simpler thing 25 
years ago. It was thought to be a sim- 
ple endocrine problem and that was all 
there was to it. This oversimplification 
was soon replaced by another one. 
Obesity had nothing to do with the en- 
docrine system and was just an effect 
of overeating. 

Today I think everybody is clear that 
we need a great deal more information 
on the whole subject. Why do some of 
these children eat more than they need? 
Why is appetite not correctly geared to 
metabolic requirements? Why does ap- 
petite remain when activity is reduced 
and indeed exercise may be limited to 
pressing the starter or turning on the 
TV set? Why. on iso-caloric diets, is 
the loss of weight most rapid on a high 
fat intake, and least rapid with high 
carbohydrate diets? 

Is it true that the increased height 
and early puberty in some obese chil- 
dren are the direct results of an exces- 
sive food intake? How many obese 
adults are simply persistent cases of 
juvenile obesity? Is it a third, or more, 
or less? Is it true that many of these 
cases of obesity in children are associ- 
ated with low intelligence? These are 
some of the key questions that need to 
be answered if our treatment of these 
sadly fat boys and girls is to be effective. 
Our people have made a start, at least, 
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in detecting these cases and beginning 
treatment. The emphasis, as a rule, is 
first of all on a diet low in calories and 
in carbohydrates. But enough protein 
is provided to allow for growth needs, 
and often this is also a high-fat diet. 

A different approach is required ac- 
cording to one’s assessment of the child 
and the family background. Here I 
quote from a “Family Doctor” article 
that has not yet appeared. One that we 
have worked on for some time with 
Dr. Eric J. Trimmer.* He takes the 
view that: 

“Children get fat most often from habit 
overeating or from emotional overeating. 
The key word is overeating though the 
two causes are very different. Habit 
overeating is probably the commonest 
cause of obesity in children. It is usually 
a family affair. Nearly three-quarters 
of all the fat children have a fat mother 
or a fat father or both. 

“Family diets and tastes have a pro- 
found effect on children. In some fami- 
lies there is an almost incessant sacrifice 
to the Great God Carbohydrate. Most 
of the mothers of these families are very 
good pastry cooks. Cakes, buns, flans, 
and pies, together with plenty of bread, 
jam, potatoes and sweets of all kinds are 
frequently the main items of diet. These 
are often helped down with lots of fat 
in the form of margarine, butter and 
cream. Not surprisingly, on diets like 
this everybody in the family puts on 
much too much. weight. 

“Habit overeating can start quite 
early. You can see it in_ bottle-fed 
babies. It is true that the tendency to- 
day is to feed a baby according to his 
individual needs rather than to a rigid 
formula. But excessive weight gain 
should be noted and dealt with as soon 
as possible. Toddlers, too, can pick up 
the habit, but for a different reason. 
Some mothers, with the best intentions 
in the world, set off with the idea that 
they are going to have no nonsense over 
faddiness. So they encourage their chil- 
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dren either with threats or rewards to 
eat more than they really need. Quite 
soon the child gets the overeating habit. 

“The cure for habit overeating is to 
break the habit and reform the family’s 
diet. But onee it has become a family 
affair it is quite a problem.” 

Emotional overeating is an even more 
difficult problem. From the very begin- 
ning of its life a baby realizes that food 
comes from its mother. It associates the 
pleasurable sensations of mouth stimula- 
tion and feeding with love for its mother. 
Later it feeds with its parents and links 
mealtimes with the feeling of security 
that is felt when parents are about. A 
child. therefore. links food quite early 
in its life with all the sensations that are 
a part of mother love and security. 

Deprivation of mother’s love or any 
apparent threat to security can then lead 
to emotional overeating. Overprotected 
and overpampered children will compen- 
sate for their lack of fun by indulging 
themselves in overeating. Children who 
are unpopular or unhappy at school for 
any reason will also try to compensate 
by overeating. Billy Bunter is the classic 
example in Britain. Lack of mother love 
and a sense of insecurity due to family 
upsets can also cause emotional over- 
eating to develop as a compensation. 
Children who are taken away from their 
parents to foster homes or institutions 
often gain weight for the same reason. 

Treatment for these children should be 
by psychological plus dietary technics. 
Dieting is needed but the psychological 
handling of the problem in the fat child. 
and in the problem parents, is even more 


important. It is the fact that a large 
proportion of cases of obesity occur in 
only children. 

These fat children dislike games be- 
cause they cannot be good at them. Often 
their school work suffers, too. and often 
they are the butt for practical jokes and 
yells of derision from the other boys 
and girls. The young can be very cruel. 
So is it surprising if these boys and 
girls become unhappy and ashamed and 
get into an emotional tangle—that can 
he alleviated only by more overeating? 

The other side of the picture is en- 
couraging. As these children lose weight 
on a careful diet. increased exercise. 
and better psychological adjustment. 
their school work improves. A lot can 
he done to help by family physicians. by 
school doctors, by teachers, and by par- 
ents—and these children do need help. 

| began this very sketchy survey of 
an important subject by touching on the 
changes brought about in the United 
Kingdom in the 50 years’ work of the 
School Health Service. Let me end by 
underlining a point of view which I 
think would be echoed by every school 
doctor. If we have to have a problem 
in the field of the nutrition of school 
children, then much better that it should 
he now obesity in the few, rather than. 
as it used to be. malnutrition affecting 
many of them. 
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THE POPULATION PROBLEM AND ITS RELATION 


TO THE PUBLIC HEALTH 


Masayoshi Yamaguchi, M.D. 


F ALL THE PROBLEMS which confront 
O the world today, the “population 
problem” is fundamental. In newly de- 
veloping countries the mortality rate has 
heen vastly lowered after the war owing 
to the marked improvement of public 
health, while on the other hand, the 
fertility rate in most of these countries 
uncontrolled at ex- 
tremely high level. It is feared that the 
explosive increase of population pre- 
dicted for these countries in the near 
future will hinder their modernization, 
and delayed modernization, in turn, it 
is felt will hinder ways of dealing with 
the population increase, thus creating the 
possibility of a vicious circle between 
impeded modernization and population 
increase. 

Furthermore, even in countries which 
now have a high mortality, we may ex- 
pect that public health activities will be 
strengthened by their own efforts and 
with the help of international organiza- 
tions. in conformity with the principle 
of the World Health Organization, and 
the death rate will surely be lowered in 
future. Thus. the same problem will also 
arise in these countries. Should such an 
unfortunate condition persist, it can be 
expected to hamper the promotion of 
human welfare, and to constitute an im- 
portant factor aggravating international 
tension. 

A basic question of the population 
problem is how to regulate the rate of 
increase of the population and how to 
improve the economic condition of a 
country so that it can adjust to an in- 
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creased population, and in so doing, to 
raise the living standards of the people. 

In discussing the population problem, 
therefore, economic and social factors 
usually come to the fore. At the same 
time, however, we have to keep in mind 
that population trend is a function of 
births and deaths, thus naturally involv- 
ing numerous important factors which 
concern the public health. By reducing 
the death rate, by regulating the fertility 
rate. and by adjusting the increased 
population, we are brought face to face 
with problems of public health. 

Japan was at first a country with high 


fertility and high mortality, then with 
high fertility and moderate mortality, 
and now she is a country with low fer- 


tility and low mortality. This is a com- 
mon route which many countries in the 
world have followed in the past and 
which others will follow in the future. 
However, as these changes have taken 
place during a considerably short period 
of time in Japan, this experience has 
appeared in a somewhat exaggerated 
form. 

In 1872, not long after the Meiji 
Restoration, the new government of 
Japan carried out a census of the popu- 
lation in order to establish a modern 
national registration system. The result 
showed that the population was approxi- 
mately 35 million. At the most recent 
census, taken in 1955, the population of 
Japan was 89.3 million. Calculations 
of subsequent births and deaths, to- 
gether with emigration and immigratiqn 
figures, tell us that this year’s popula- 
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tion (as of January 1, 1959). is esti- 
mated to be over 92 million. 

Thus, in the past 87 years the popu- 
lation of Japan has increased by more 
than two and a half times. Faced by 
this growth of population, Japan over- 
came many problems relating to public 
health. some of which will have enough 
value from the point of view of inter- 
national health to be presented here. 

The annual death rate in Japan from 
1900 to about 1925 was between 20 and 
25 per 1.000 population except for 1918- 
1920. when the rates were higher be- 
cause of the world-wide influenza epi- 
demic. From 1926 on it began to de- 
cline and kept decreasing until in 194] 
it fell below 16 despite the war. 

After the war it decreased to 11.8 
in 1918 despite the considerable num- 
ber of deaths during and directly after 
the war period. It continued to decrease 
further reaching 7.1 in 1958. the lowest 
rate ever recorded in the history of 
Japan. 

By analyzing the annual change in the 
death rate by leading causes, it becomes 
clear that the improvement of the mor- 
tality rate is principally attributable to 
the marked decrease from communicable 
diseases as usually happens in a country 
About 20 years 
ago, the death rates for such communica- 


which is developing. 


ble diseases as acute enteritis. tuberculo- 
sis, and pneumonia including bronchitis 
were around 200 or more per 100,000 
population, but they have dropped to 
19.7, respectively, in 
19148. 

From the viewpoint of age groups, the 


39.3. and 


improvement in the death rates is con- 
spicuous for the younger generations. 
The most remarkable decline of death 
rate in younger age groups occurred in 
the tuberculosis death rate, especially 
during the past 15 years. Compared 
with the figures for 1943, the tuberculo- 
sis death rates in 1958 dropped to 1.8 
per cent for the age group between 15 
and 19, and to 3.2 per cent for the age 
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group between 20 and 24, whereas the 
rate for all age groups dropped to 17 
per cent. 

Although many factors may be respon- 
sible for this decline in the death rates, 
especially those for communicable dis- 
eases, we are confident that it occurred 
mainly because of the progress of mod- 
ern medical science and public health. 
The progress of medical science facili- 
tated the discovery of new vaccines and 
various antibiotics which are extremely 
effective weapons for the prevention or 
treatment of these diseases. Further- 
more, improved public health programs. 
vigorously executed through health cen- 
ter activities with community coopera- 
tion. successfully utilized these weapons 
for the prevention, early detection, and 
early treatment of communicable dis- 
eases, and to decrease the death rates 
due to these diseases. 

At this point, however, we wish to 
recall that most of these health activities 
in the past were carried out by the gov- 
ernment sometimes through compulsory 
means, and there was a lack of effort 
hased on the people’s own initiative. This 
is not public health action in the true 
sense. Unless this fault is corrected we 
will not be able to decrease further the 
death rates due to these communicable 
diseases, or to lower the infant mortality 
rate which is still relatively high com- 
pared with other civilized countries. 
After the war efforts were made to edu- 
cate the people for community health 
organization activities, and the results 
in various fields of health are very en- 
couraging. 

As the result of the improvement in 
the death rates, especially in the younger 
age groups, the life-expectancy of the 


Japanese people increased about 20 
years longer within the last two decades: 
in 1958 the figures for males and females 
were 65.0 and 69.6 years, respectively. 
However, we have to take into account 
the fact that the population of Japan is 
relatively young and the proportion of 
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the aged with a high possibility of death 
is still relatively small, so that the crude 
death rate may increase in future. 

With the tendency toward an aging of 
the population, which will be mentioned 
in detail later, more effort should be 
made in public health activities to at- 
tack the diseases causing deaths in the 
older age groups, a problem which is 
common to the civilized countries. 

Until recently, Japan was one of the 
countries with a high fertility rate. From 
1900 to 1945, namely until the end of 
the World War II, the birth rates were 
between 30 and 35 per 1,000 population 
every year, with but few exceptions. 

With the baby boom following on the 
heels of the postwar marriage boom, 
our birth rate in the three years 1947- 
1949 shot up above the prewar level, 
reaching 34.3 per 1,000 population in 
1947. Since 1950, however, the curve 
has been going down rapidly at a rate 
rarely observed before. The birth rate 


in 1958 was 17.9 per 1,000 population 
and could probably be rated among the 


lowest for the civilized nations. 

In most of the civilized countries of 
the world which have now low fertility 
rates, the decline of birth rate to the 
present level took place in 30 years or 
more, but in Japan it has occurred in 
less than 10 years. The reasons for this 
sudden drop in the birth rate can be 
fovnd in the poor living conditions pre- 
vailing directly after the war, and in 
the endeavors made to maintain living 
standards. At first, abortion was the 
method used in most cases to cut down 
the birth rate, since the knowledge of 
contraception was limited to members 
of particular social strata in urban areas. 
The Eugenic Protection Law, amended 
in 1949 to legalize abortion so as to pre- 
vent dangerous illegal operations and 
thus to protect maternal health, acceler- 
ated its practice and the number of re- 
ported cases has increased at a remark- 
ably high rate year by year. 

Abortion, even if properly performed, 
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has ill effects on the health of mothers. 
In 1951, therefore, the Japanese govern- 
ment, trying to prevent abortion in the 
interests of the mothers concerned, de- 
cided on a policy of propagating knowl- 
edge of contraception, This policy has 
been carried out very actively and ex- 
tensively as a public health program. 
Contraceptive information is given indi- 
vidually and in groups, together with 
guidance on how to plan a family. This 
program is carried out through health 
centers scattered all over the country and 
with the cooperation of various volun- 
tary organizations. 

In 1954, with the recommendation of 
the Population Problems Inquiry Coun- 
cil, the government decided to spread 
the practice of family planning not, as 
hitherto, with the idea of protecting only 
mothers, but as an integral part of its 
population policy. 

As a result abortions which reached 
a peak in 1955, seem to be showing a 
gradual tendency to decrease, and the 
knowledge of family planning, on the 
other hand, seems gradually to be 
spreading. Although it is extremely dif- 
ficult to estimate the effect of contracep- 
tive practices on the prevention of preg- 
nancy, it is assumed that the ratio be- 
tween contraception and abortion for 
suppression of births was, roughly speak- 
ing, about fifty-fifty in 1958. To main- 
tain the present level of fertility, abor- 
tion should be replaced by contraception. 
Effort should be made continuously to 
spread contraceptive information, so that 
abortion is eliminated. 

Analyzing the trends in the birth and 
mortality rates, the Institute of Popula- 
tion Problems of the Ministry of Health 
and Welfare has estimated Japan’s popu- 
lation in 1965, based on the figures ob- 
tained in the 1955 census, and they have 
further extended their estimate, assum- 
ing that the fertility rate of women at 
any given age and the mortality rate 
according to sex and age as estimated 
for 1965 would remain constant. Al- 
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though the rate of increase of the popu- 
lation may continue to decline because 
of the decrease in the birth rate, yet 
somewhere around the year 1971, ac- 
cording to this assumption, the popula- 
tion of Japan will reach or pass the 100 
million mark. 

This increasing population together 
with the tendency for people to collect in 
urban areas. will put an increasingly 
heavy burden on such areas of public 
health as housing. water supply, sewage 
disposal, and other environmental fac- 
tors. in which Japan was backward in 
the past compared with other civilized 
countries, 

Even more important than the size 
of the population is the rapid change 
in its age distribution caused by the 
postwar drop in the mortality rate and. 
in particular, by the decrease of the birth 
rate. Before the war, the proportion of 
children under 15 in the population was 
growing. while the proportion of people 
Thus, the aver- 
age age of the Japanese was becoming 
Since 1950, on the contrary. 
the proportion of children is decreasing 
because of the drop in the birth rate, 
while the proportion of the population in 


over 65 was decreasing. 


younger, 


the productive ages and of old people is 
growing considerably. so that there is a 
definite trend in the direction of an ag- 
ing population. In the ten years between 
1955 and 1965, Japan’s total population 
will increase by about seven million, but 
the increase in the productive population 

between 15 and 64—will be as much 
as 13 million and the people over 64 will 
increase by 1.4 million. Compared to 
this, the number of children under 15 
will decrease by seven million. 

How can we provide employment for 
this huge population in the productive 
age group in the coming years? To do 
this. how can we raise the rate of eco- 
nomic growth and maintain it at a high 
level? 

The 1955 census showed only 760.000 
unemployed, and about 39 million em- 
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ployed. Because of the sudden moderni- 
zation of Japan, however, her industrial 
structure is characterized by the co- 
existence of highly advanced modern en- 
terprises with a large number of old- 
fashioned small enterprises run on a 
family basis. In 1955, for instance, in 
manufacturing industries, about 95 per 
cent of the establishments were operated 
on a small seale with less than 30 work- 
ers, It is extremely difficult to ascertain 
the size of the underemployed popula- 
tion. but most of the specialists agree 
that it is four to five times as large as 
that of the totally unemployed. With the 
expansion of the productive age popula- 
tion in the near future, the number of 
underemployed may possibly increase 
further, if the present status of employ- 
ment is not improved. 

This fact brings forward again an 
important and serious problem for the 
public health. While public health activi- 
ties in Japan improved remarkably after 
World War II, we still have fairly high 
morbidity rates, especially among the 
people in poor economical circumstances. 
According to the national health survey 
carried out by the Ministry of Health 
and Welfare. the sickness prevalence rate 
of the members of households that re- 
ceive public assistance was 19.8 per cent 
as of April 1, 1958, whereas it was 3.5 
per cent for the ordinary household. The 
same tendency has been clearly observed 
in the tuberculosis prevalence survey and 
in the mental health survey carried out 
by the ministry in recent years. Poverty 
and disease constitute a vicious circle. 

With the increase of the population. 
especially in the productive age groups, 
and with the anticipated employment 
problem, this burden to the public health 
will possibly become much greater than 
before. 

Together with the policy to expand the 
labor market so as to improve the em- 
ployment situation and to raise the eco- 
nomic standard of the people. the public 
health effort should be strengthened to 
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deal with the diseases which may in- ployed, and to diminish morbidity, so as 
crease due to poor economic conditions to improve the welfare of our people and 
among the unemployed and underem- — of mankind. 


Dr. Yamaguchi is chairman, Board of Directors, Japan Anti-Tuberculosis Asso- 
ciation, and director, National Institute of Industrial Health, Tekyo, Japan. 
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THE EXPANDING CONCEPT OF PUBLIC HEALTH 


( hisholm, F. 1.PH. 1. 


pout THE END of World War If, it 
began to appear to many thinking 
people, in many parts of the world, that 
the human race had got itself into a very 
dangerous 


uncomfortable and indeed 


position. This was an uncomfortable 
thought, because there was no experi- 

None of us 
education for 
For the 


first time in human history, there was a 


ence for such a situation. 
therefore had had any 
dealing with such a situation. 


real threat to the existence of the human 
That had never been the case 
before. It shocked many thinking people 
in many parts of the world, that we who 


are now alive are the first generation 
who have ever held the responsibility 
in our hands for the continuation of 
human evolution. the first’ generation 
that has ever held a veto power over the 
continuing evolution of mankind. 

This is what is new in the world and 
it is the most important thing that has 
appeared in the world in recent years. 
It is not within our experience. We 
have no departments of government con- 
cerned with survival of the human race. 
We have no organizations set up for 
We have not learned to 
think in those terms, or hardly at all. 
All our organizations, all our institu- 
tions. all our ways of thinking have 
dealt with smaller groups. 


that purpose. 


It is true that these groups have been 
growing over a long period of time. 
Back in ancient times the person or the 
family was the unit. The family even- 
tually became rather big in a patriarchal 
or extended matriarchal system, but 
still the family defined the boundaries 
of loyalty. One was concerned, and 
expected to be concerned, with the wel- 


fare of his unit, his group. The group 
for a long time was a family, then a 
tribe, and an enlarged family, and then 
often by force and compulsion, a prin- 
cipality or a kingdom, then eventually 


an empire, now more frequently a 


nation. 

Not until the present did it appear 
that anyone would be expected to have 
a loyalty beyond that to his nation. Gen- 
erally speaking, there was an attitude 
taken for granted by most people in the 
world as an original premise, though 


rarely stated. Oversimplified, it went 
something like this: “The welfare. the 
prosperity, the power, the prestige of 
that group into which I happened to 
be born is more important than the wel- 
fare. prestige, and even the survival of 
all the rest of the people in the world all 
put together.” This view has prevailed 
practically throughout human history. 
Our identification with any one group is 
usually accidental for each of us in the 
first place; the accident of the time and 
place of our birth. That one group is 
more important than the total, the whole, 
all put together, is manifestly absurd. 
And yet, that attitude is still accepted 
without question by the majority of the 
people in the world. 

In the service of that premise methods 
of competitive survival were developed. 
Competitive survival in the past was a 
logical development; it worked, and it 
worked very well. Man had to compete 
with many forms of life, as well as with 
his own kind; but he defeated or learned 
to control other forms of life or almost 
all of them. Most of them now live on 
man’s sufferance. although there are 
certain members who sometimes become 
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independent. Man has not learned to 
control them all by any means, but he is 
well qn the way. 

In the meantime, while he has been 
learning to control other forms of life, 
man, himself, has been getting badly out 
of hand; man himself is now immeasur- 
ably more dangerous to mankind than 
any other form of life has ever been. It 
will not profit man to have defeated the 
big animals, the medium-sized animals, 
the little animals, and even the viruses, 
if he is just going to destroy himself, 
instead. The whole thing would have 
been just a mistake and not worth the 
effort. There are many people who take 
for granted that we who happen to be 
alive now represent the ultimate in evo- 
lution. I can think of no more horrible 
thought than that; it just would not have 
been worth it. After all this struggle 
and effort to produce us, it just does not 
seem possible. But give us a few mil- 
lion years more, if we can arrange that, 
and it may be that we may produce 
human beings worth the effort, capable 
of doing the things we are not capable 
of doing. living in ways we are incapable 
of living because of our limitations. And 
we do have limitations. 

We all fall short of the vision of some 
of our ancestors and some of our present 
generation. At a time when the peoples 
of the world were frightened, about the 
end of the Second World War, one of 
the valid sources of their fear was man’s 
behavior and what man might be doing 
to mankind. One of the results was the 
coming together of the nations and the 
organization of the United Nations, 
certainly a mature reaction. A mature 
reaction to anxiety is one where an in- 
dividual the facts, accepts the 
reality, thinks in objective terms about 
it. and decides what can best be done 
about it in terms of the present and the 
future. 

For the first time in human history, 
however, we are without useful refer- 
ence to the attitudes of the past, and this 
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is one of the factors that is new in the 
world. We can no longer look to our 
ancestors or our parents for valid pat- 
terns for the present or the future; be- 
cause they were not equipped to give us 
or pass on to us advice that could now 


be appropriate. None of them had any 
experience whatever of our world. 
Henceforth, the conditions of survival 
are different from those of any earlier 
period. The behavior patterns of our 
ancestors invariably and inevitably led 
to warfare—which now for the first time 
in history is synonymous with suicide. 
This was not so at any time inthe past 
and warfare was taken for granted in 
all past generations as an inevitable re- 
sult of policies and of human behavior. 
That is a major reason why we, for the 
first time, are under the absolute neces- 
sity of doing our own thinking. Further- 
more as I am certain we all realize, this 
is a painful necessity, painful because 
nearly all of us have been trained since 
infancy not to do it. Not to think at all, 
or at least not at all independently, is 
but to accept whatever we happened to 
have been taught when we were children, 
depending on the accident of time and 
place, whether we were born or lived on 
this or that side of an ocean, of a 
mountain or a river, or even on this or 
that side of the railway tracks, and into 
which house we happened to be born on 
a street. The things we learned from 
our parents were not the same things 
that the little boy or the little girl 
across the street learned from his or her 
parents as immutable and_ universal 
rights and truths. Whatever we were 
taught when we were children made up 
our conscience, and became that “still 
small voice” that somehow always speaks 
the “truth.” I believe more foolishness 
has been written of our conscience than 
of anything else, because the definition 
of conscience is manifestly untrue. One 
has only to recognize that nobody ever 
found a Presbyterian conscience in an 
Eskimo. Never! The exception would 
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he in the case where a poor unfortunate 
little Eskimo was taken away from his 
family practically at birth and brought 
up in a good Presbyterian or Baptist or 
any other kind of family, in which case 
he would have a good Presbyterian or 
Baptist or other conscience. But his 
little brother who stayed with the Eskimo 
tribe would have an Eskimo conscience, 
and the conscience in either of them 
would not say the same things about 
anything. It is not possible to say that 
the conscience always tells the truth, 
hecause what it says is quite accidental 
for you or for me, depending on where 
we happen to be born, the attitudes of 
our parents, what happened around us 
in childhood and so on: and indeed 
to take for granted that what is good 
to our child conscience is still good, 
could get us into a great deal of trouble 

and is doing so at the present time. 

Conscience founded on the certainties 
of childhood is generally against change, 
not necessarily against change in un- 
important things, but against change in 
the important things—human_ values, 
lovalties, faiths, and beliefs. These may 
well be the very things which need to 
he changed in the service of the survival 
of the human race from now on. In 
any case, we can not tell which of those 
are still valid unless we examine them 
on our own authority without reference 
to what anybody ever thought before. 
Nobody ever lived before us who knew 
anything of the terms of survival faced 
hy this generation. Nobody knew them 
until we came along, and the conditions 
of survival with which our ancestors 
were confronted are no longer the con- 
ditions of survival for us. They were 
able to put their trust in national arma- 
ments, for instance. and did. Indeed, 
many of our ancestors put their trust 
in their spears or six-shooters, and they 
did not give them up until they had a 
policeman to take charge of security for 
them. 

Now the nations live in the same state 


in which our ancestors lived as indi- 
viduals and as small groups in the past. 
No nation, now or ever again, can de- 
fend its own people from death by 
attack. That era of the human race is 
finished. If anyone has any doubts on 
this point, even in relation to the hydro- 
gen bomb, one needs only examine the 
biological possibilities. A group of 
civilians can use biologicals—with no 
navy. no army, no air force, no large 
numbers of people, no heavy industry— 
and destroy overnight the possibility of 
any country in the world making effec- 
tive war without themselves being 
identified. 

This is just one of the factors that 
makes this a new kind of world in which 
the attitudes of our ancestors are no 
longer valid. This fact has been recog- 
nized in serious moments by representa- 
tives of governments all over the world 
and that recognition has been incorpo- 
rated in the charter of the United 
Nations and in the constitutions of some 
of the specialized agencies. In that of 
UNESCO, for instance, there is a state- 
ment that says, “Wars begin in the 
minds of men,” which is true. In the 
constitution of the World Health Or- 
ganization which | know best, there is 
a definition of the word “health” which 
is relevant to this discussion. “Health 
is a state of complete physical. mental. 
and social well-being and not merely 
the absence of disease or infirmity.” 
Those of us who have worked and work 
in the health field should be impressed 
with this definition. It goes beyond our 
present horizons. We are not able to 
see its limitations, because we do not 
know enough at the present time—a 
state of complete physical, mental. and 
social well-being, and not merely the 
absence of disease or infirmity. 

To emphasize that definition a little 
later in the same constitution, there is a 
statement which says, “The healthy de- 
velopment of the child is of basic 
importance’”—“healthy” meaning of 
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course, physically, mentally, and socially. 
And it goes on: “The ability to live 
harmoniously in a changing total en- 
vironment is essential to such develop- 
ment.” So said the nations of the 
world in conference. The ability to live 
harmoniously in a changing total en- 
vironment is essential to the healthy 
development of children. Note that this 
definition and this statement were made 
on behalf of the peoples of the world by 
relatively elderly people. They did not 
suggest that they themselves propose to 
learn how to live harmoniously in a 
changing total environment; they just 
placed that responsibility on the next 
generation and said, “Children must 
learn this”; they did not even say how 
they were going to learn or who was 
going to teach them. Some of those 
who subscribed in the name of their 
governments to that statement can not 
live harmoniously in their own family, 
let alone as members of groups in a 
changing total environment. We have a 


long way to go in this one field alone, 


in the field of health. 

A question arises, “Whose responsi- 
bility is it?” As I suggested at the 
beginning of this discussion, we have 
no institutions to deal with these prob- 
lems. We did not live in that kind of a 
world when our present institutions were 
evolving. Nobody felt impelled to do 
anything about the survival of the 
human race. There was no way of going 
about it; there did not seem anything 
to do in any way; the question had not 
arisen. Now it has! There are people 
in the world who naively expect the 
United Nations to do everything that 
needs to be done about that kind of 
thing—taking a sort of magical attitude 
about it. The United Nations is going 
to wave a wand which will not cost any- 
body very much and will solve all prob- 
lems. The United Nations is actually 
expected by many people to see that 
nobody encroaches on our space, that 
nobody wants anything we want, that 
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everyone will buy whatever we want to 
sell at high prices and will sell to us 
whatever we want to buy at low prices, 
and that everybody will live happily 
ever after. The United Nations are 
supposed to arrange all that—which is 
simply “magic” thinking, naive, childish 
thinking; because there is no possibility 
that this will be done under present 
conditions. 

The United Nations is only an instru- 
ment. It has no power to decide and 
to implement its decisions. The United 
Nations can do only what it is told to 
do by the peoples of the world through 
their representatives. The United Na- 
tions has its limitations and many of 
the delegates to the United Nations 
are aware of their limitations. But the 
limitations are not in the United Nations. 
The limitations are at home, in our own 
countries. It is a fact that many of the 
chief delegates from numerous countries 
to the United Nations and to its special- 
ized agencies feel themselves impelled. 
sometimes frequently, to apologize to 
people from other countries whose 
opinion they respect for what they have 
to say in a United Nations meeting. 
Under instructions from their govern- 
ments, many delegates make uncivilized 
statements and demands which are de- 
signed to advance the prestige, the 
power, the economic advantage, or the 
political advantage of their own country 
at the expense of other countries. 

This has important connotations, It 
means that delegates who come together 
in meetings to discuss the welfare of the 
human race, and what needs to be done 
for the common human good, are 
hampered by the opinions of their 
people at home. From the point of view 
of their foreign offices and state depart- 
ments our delegates have often become 
overcivilized and have begun to act as 
though they were members of the human 
race. This is a dreadful thing for a 
delegate to do from the point of view 
of many foreign offices and state depart- 
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ments. And yet, the charter of the 
United Nations is predicated on the pos- 
sibility that this may occur, that peoples 
of the world may send their delegates to 
act as members of the human race at 
meetings of the United Nations and its 
specialized agencies. 

That time has not yet come, and the 
progress is not going to be made at the 
level of the United Nations or at any 
international level. If it is going to 
be made, it will be made in our own 
countries at home, in the schools, the 
churches. the medical schools, schools of 
public health and the nursing schools, 
and everywhere else where people are 
learning to take responsibility. That 
learning is part of the process of moving 
toward maturity, part of growing up, of 
development toward membership in the 
human race. 

There is no place to stop, because for 
the first time in human history the unit 
of survival is no longer the individual. 
the family, the group, the tribe, or the 
nation—-it is the human race. For the 
first time we are in a situation where, 
if we expect to survive, we must arrange 
for the human race to survive. We 
must arrange for all to survive, other- 
wise none of us will. This is new in the 
world. It requires a kind of thinking 
to which we have not been brought up. 
to which we have not been educated or 
trained; but it is within the field of 
public health. Or if not, in who's field 
is it? If public health people do not, 
who is going to do the teaching, the 
training, the research, the development 
of attitudes, that need to be done? The 
medical profession has no intention of 
going in that direction, because they 
have been concerning themselves and 
have been taught almost entirely to con- 
cern themselves with treatment, not pre- 
vention. The only people who have 
been taught to look ahead, to prevent 
uncomfortable, dangerous things happen- 
ing to their fellowmen, are the people 
working in the fields of public health 


and preventive medicine. They are the 
people who are in a position to develop 
the vision and the wisdom that will be 
necessary to help people all over the 
world to get on with their own develop- 
ment toward the kind and degree of 
maturity that may, just may, be able to 
permit survival of the human race in 
future generations. We may take, | 
suppose, the constitutions of the United 
Nations and its specialized agencies as 
a prescription for survival in this gen- 
eration, but only for this generation; 
they will undoubtedly have to go much 
further for the next generation. Thus 
it seems that the responsibility of people 
who are concerned as members of the 
human race is to try to understand what 
needs to be done about our capacity to 
implement, or to see that our govern- 
ments implement, the promises made 
when our delegates signed and ratified 
the constitutions of the United Nations 
and its specialized agencies. These re- 
sponsibilities cannot be turned over to 
the United Nations, unless we propose 
to give it the freedom to do everything 
that it thinks is necessary or desirable, 
but that means a hierarchy and a world 
dictatorship, and I think not many of us 
would willingly subscribe to that. 

The painful alternative is that we our- 
selves grow up to these responsibilities 
and take them seriously so that the next 
generation is able to advance far beyond 
our stage of maturity. It has been said, 
and [| think quite truly, that the worst 
thing that could happen to the next gen- 
eration is that they might turn out to be 
like us. If they did, the human race 
might be destroyed in their generation. 
Yet we have not developed alternatives; 
we have not found other ways of living. 
Our representatives still shake big sticks 
at each other when everybody knows 
that we cannot use our big sticks without 
at the same moment committing suicide. 
Could the head of any government in 
the world, or would the head of any 
government in the world take the re- 


VOL. 50, NO. 6, A.J.P.H. 


en 
7 

92 
- 


sponsibility for having all his own 
people killed within hours, or a few 
survivors dying in misery over a period 
of months? 

This is a new situation and it is ours 
to decide what to do about it. It is a 
weight of responsibility totally unknown 
to any of our ancestors, and avoided 
by most of us because we have not yet 
accepted first the facts and have not 
looked clearly at the reality. Not hav- 
ing done that, we are unable to think 
clearly about the alternative possibilities 
and courses of action. We have not had 
the possibility of making sound deci- 
sions yet. That would be the mature 
way of facing up to reality and of cop- 
ing effectively with the situation. In- 
stead. large numbers of people all over 
the world have been retreating. This is 
usual for people who are not mature 
enough to responsibility, no 
matter how terrible it is. Any eight- 
year-old child who runs into some small 
difficulty in school or anything threaten- 
ing will usually try to cope with the 
difficult situation in terms of his eight- 
year-old behavior. If that does not 
work. he cannot try twelve-year-old be- 
havior instead, because he does not have 
it. If his eight-year-old behavior does 
not work, he retreats to seven- or six- 
year-old behavior, or as far back as may 
be necessary to give himself a feeling 
of security—not real security—only a 
feeling of security. All over the world, 
millions of immature people are using 
this behavior pattern when they are 
faced by responsibility and anxiety. 
They are retreating, getting under cover: 
“let us not permit anybody to be differ- 
ent”; “let us not let anybody be experi- 
mental.” Conformity is one demand, 
just pull our skirts around us, make 
everybody be the same as we are and 
then we will not stand out. We feel 
that our own ingenuity will defend us. 
That is one way of doing it. 

Another way is to find a substitute 
father, when one has not grown beyond 
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the necessity of having a father, One 
can do that by submitting to a dictator 
or to a strong man, by having a strong- 
man government, by electing a general 
to take charge of everything for us, so 
that we can just go home and merely 
worry about whether we are going to 
have a pink and purple car or a green 
and yellow one. It is not accidental 
that recently seven more governments 
came under the control of generals, or, 
in one or two cases colonels. This is not 
accidental. These strong men are the 
substitute father who allows us to turn 
over our responsibilities to him and not 
worry. This is one way of doing it. 

It can also be done in other fields. 
One can do it in the social field by 
going back to the social prophets of a 
previous generation. It can be done in 
the health field by quoting authorities 
against all change. It can be done in 
religious fields by going back to ancient 
authority instead of thinking, in each 
case appealing to prophets, who them- 
selves, were invariably rebels in their 
own generations. They were rebels 
against the orthodoxy of their time and 
place, insisting on change appropriate to 
changed circumstances. This is the mark 
of the prophet, in whatever field, eco- 
nomic, political, social, or religious. The 
human race has had a most unfortunate 
capacity for freezing its prophets at the 
time of their death and not allowing 
them to go on growing, stopping their 
growth at the time of their death, a 
thing to which none of them would 
subscribe if he were alive now. Every 
great prophet would be at the head of 
the demand for change to fit changed 
circumstances. He would demand that 
we take charge of circumstances and not 
give in to the old patterns. 

Yet we as members of the human race 
have been doing that all through our 
history, looking backward instead of 
forward, in the interest of avoiding re- 
sponsibility ourselves. If we had really 
faced up to responsibility, having set up 
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the United Nations and its specialized 
agencies. would we not have come home 
to our own places and begun to look at 
ourselves? Instead, we went on with the 
old method of telling everybody else in 
other governments how they should be- 
have and what they should do. That is 
our normal method of conducting inter- 
national relations. We tell other gov- 
ernments what we expect them to do and 
how we expect them to behave. We 
have been doing that all through history 
and it has never worked. It is effective 
only when we begin to tell ourselves 
what we should do about 
What we should do is to look at our 
own institutions, our methods of doing 


ourselves. 


business. our ways of seeing things. at 
the limitations that keep us from grow- 
ing and keep our children frozen in the 
pattern into which we happen to be 
horn. 

The greatest facing the 
world at this moment are getting almost 
no attention at all—such as food. We 
have no way of distributing food on a 
world basis. We have no method de- 
signed for that There are 
hundreds of millions of people starving, 


problems 


purpose. 


but we have no method of feeding them. 
We simply do not know how. Because 
we have never designed a method, no- 
hody has ever sat down, considered, and 
decided how it could be done. because 
until now all responsibilities were limi- 
ted to the accident of our national 
boundaries. The world’s population will 
double within the next 41 years. We 
will add more to our numbers in the 
next Fl years than we have added 
throughout the whole period of human 
Yet no adequate plans are 
being made to provide necessary food 


evolution. 


for people who otherwise will starve. 

We have no method of defense now 
against aggressors, none whatever. be- 
cause we are still putting our faith and 
trust in utterly obsolete patterns. which 
are quite futile. We know that we can- 
not use those weapons; we know that we 
cannot, nor can anyone else, disarm 
until we have a policeman. We know 
that the next necessary step is to get a 
policeman. We know that the policing 
cannot be done by national armaments. 
Surely these things are clear to any 
thinking person, but we have not done 
anything about it. We have hardly 
moved in the direction of setting up a 
world peace force or United Nations 
police force or whatever one wants to 
call it. Only after that will it be pos- 
sible for any reasonable nation even 
to begin to disarm. 

We are going to have to develop the 
ability to use our imaginations far more 
effectively than we have been allowed to 
do in our childhood and infancy. We 
should be and need to be free to ques- 
tion everything. no matter how certain 
our ancestors were of it. All these things 
that need to be done are out of reach 
of the United Nations or any interna- 
tional organization as they are out of 
reach of governments. They are so big. 
so important, so vast, in their implica- 
tions. so deep are their roots, that none 
of these problems can effectively be 
coped with until enough mature and in- 
telligent men and women will reach out 
for as much of the problem as lies 
within his or her reach. There is an 
important part of every one of those 
problems within reach of every one of us 
and nobody else can do it for us. Therein 
lies our task. 
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